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                                                   Abstract 
 
Aims: This study had two aims: Firstly it aimed to examine the Islamic values and 
cultural customs that influence the delivery of acute nursing and critical care services 
to patients admitted to Saudi Arabian hospital units. Secondly, the study evaluated 
Saudi and non-Saudi (expatriate) nurse’s adaptation of care to Islamic religious 
beliefs and Saudi customary values in their daily nursing care service delivery 
process. 
 
Background: Saudi Arabia is an Islamic country located in the Arab peninsula where 
the Islamic religion was established and founded. The county has a shortage of Saudi 
national nurses. The Saudi government recruits many expatriate nurses to cover this 
shortage. Expatriate nurses may have different religious beliefs and cultural values 
but are required to work in Saudi Arabia and provide good quality competent care to 
Saudi Arabian patients. The Ministry of Health (MOH) in Saudi Arabia database 
shows 51.28% of nursing professionals working in MOH health care organisation are 
expatriates . These statistics explain the multi cultural make up of the health care 
organisations in Saudi Arabia. In some hospitals in Saudi Arabia there are nurses 
engaged in direct patient health care delivery originating from 30 to 50 different 
countries . This large expatriate nursing workforce is required to understand the 
patients Islamic values and cultural traditions to be able to respect the patient’s beliefs 
and also deliver care that is culturally sensitive. 
 
Methodology: This was a two phase mixed methods research design study. Phase one 
utilised a survey design conducted to provide data to provide a snap shot of the effects 
of Islamic values, cultural customs and influences upon the delivery of acute and 
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critical care nursing services to patients admitted to Southern regional Saudi Arabian 
hospitals. Phase two of the study utilised face to face individual interviews with 
volunteers from the first phase. A research instrument was developed specifically for 
this study utilising constructs arising from Leninger’s Sunrise Model as well as 
Purnell’s research into Arabic culture.  
 
Outcomes: Key outcomes from the study include how education preparation and clinical 
experience in an Islamic health service impacts on nursing competence and communication 
skills of nurses working in Saudi Arabia. Expatriate nurse’s required effective orientation to 
Saudi culture and the use of technology in Saudi health care services. The study identifies 
nurses perceptions and experiences working with Islamic patients who also hold traditional 
values. The process of adapting to work as a nurse in a regional Islamic health service when 
coming from another culture is explored. The study results show the facilitating factors that 
assist nurses to deliver care to Saudi Arabian Muslim patients as well as the barriers facing 
nursing care delivery. This mixed methods study is unique as few studies with a transcultural 
focus have been conducted with this population. As such it is a unique and original 
contribution to nursing knowledge in transcultural care within Arabic populations. 
 
Implication: Key implications arising from this research are: There is a need to develop 
effective educational and training programs for expatriate nurses in Saudi Arabia to  improve 
the quality of nursing care. Policy and regulations of hospitals should be developed to guide 
procedures that nurses follow to assist patient’s religious and cultural requirements.  Family 
members should be engaged in health care process which may improve the quality of health 
care by enhancing the communication between patients and nurses.  Nurses need to develop 
the ability to incorporate  patient’s religious values and cultural customs when deliving care.  
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                                           Chapter One 
Introduction 	  
This explorative descriptive, mixed methods study focuses on acute and critical care 
nursing services provided to patients admitted to southern regional Saudi Arabian 
health services. Nursing care in acute settings is guided by treatment protocols and 
has a body of evidence to guide nursing practice. However in a traditionalist Muslim 
society, nurses must adapt care to fit with traditional custom and Islamic beliefs 
whilst balancing the need to provide safe care and manage clinical risk. Nursing care 
is further complicated in the southern regions as it is remote from central services, has 
a more substantial traditional nomadic population than central regions and a larger 
expatriate nursing workforce than larger centers. A mixed method design is applied to 
triangulate data sources and to encourage participation as the nursing population is 
largely female and obtaining data from interview alone would have been difficult to 
achieve. There is a paucity of available literature concerning this topic and models of 
cultural care delivers in the Gulf so a theoretical explorative descriptive design is 
appropriate. 
The researcher identified the southern regions of Saudi Arabia to be suitable to 
conduct this study as the local population holds traditional beliefs, speaks dialect and 
are not all housed in permanent settlements. These factors complicate nursing care 
provision such as discharge planning and health teaching. Traditional family roles 
also complicate negotiating care delivery and what is needed for the patient may not 
always fit with what the family wish or believe in as being appropriate. The southern 
regions of Saudi Arabia are a strategic part of Saudi Arabia as they border with 
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Yemen and include many areas as shown in Figure 1 Al-Bahah, Asir, Bishah part of 
Asser, Jizan and Najran. 
 Figure 1 
Saudi Arabia regions map 
 
	  
 
The Saudi Arabian Ministry of Health data revealed that . the  rate of beds to 
population in Saudi Arabia is 12.7 beds/10,000 people. The total number of 
government ICU beds in these regions are 552 beds distributed into regional hospitals 
and health care organisations. A total number of staff nurses working within these 
regions is approximately 14,618 nurses’ with expatriates making up 55.43% of the 
total nursing staff working in those regions (Health Statistical Year Book, 2010). 
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Background 
The Islamic religion was established fourteen centuries ago and founded in the Arab 
peninsula region, which comprise of Saudi Arabia as well as the United Arab 
Emirates, Oman, Qatar, Bahrain, Kuwait and Yemen. Islam provided a wealth of 
guidance for living a healthy and worthwhile life. Human wellbeing and health is a 
central concept that the Islamic religion promotes and gives direction to Muslim 
people for good health practices such as hygiene. An individual’s responsibility to 
live a healthy life comes as a message from God in many verses in the holy book of 
Quran. Islam is both a religion and a way of life to Muslim’s with traditional practices 
and beliefs where health is a priority to the individual by the will of God. Such beliefs 
can be in contrast with nursing care practices which can be invasive and restrict 
patient when implementing. 
Medical and nursing roles have long traditions in Islam and Saudi Arabia. Even 
though contemporary Western history has recognised Florence Nightingale as the 
founder of the modern nursing profession, Rufaidah Bint Saad was considered the 
first nurse in Islam who practiced nursing during the time of Prophet Muhammad 
(PBUH) (El-Haddad, 2006, Mebrouk, 2008). Rufaidah mobilised nursing care to take 
care of wounded soldiers during war time battles and believed that nursing was 
needed to attend sick people during peace time. Rufaidah established tent hospitals 
built near Prophet Muhammad’s mosque in Medina where she provided nursing care 
needed by local people (El-Haddad, 2006). Rufaidah developed her skill as a nurse 
from her father who was a doctor (Mebrouk, 2008). Many women were subsequently 
inspired to join nursing and continue to deliver nursing care to sick people after the 
death of Rufaidah. For example Nusaibath Bint Ka’ab worked with Rufaidah and 
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received effective instruction so she was able to continue her work (El-Haddad, 2006; 
Tumulty, 2001). 
Improvement of health care services, including nursing care is a major global concern 
with Saudi Arabia being one of many countries that aims to improve and promote best 
practice in health care services. Health care services in Saudi Arabia have been 
provided to Saudi nationals and expatriates living in the country through two 
contributors: government and private healthcare providers. Government health care 
services are provided through three sectors, Primary Health Care Centers, general 
hospitals, and tertiary or reference hospitals (Ministry of Health Saudi Arabia, 2010). 
Each sector has an organisational structure, policy, procedures, standards of care and 
budget to assure a high level of health care service to meet the needs and expectation 
of the Saudi Arabian people. Nursing services are an essential part of the healthcare 
workforce, expatriate nurses contribute to improving health care services in Saudi 
Arabia as they provide a workforce that currently cannot be achieved with Saudi 
nationals alone. 
The nursing profession has many specialties as with other health care professions. 
One of the important specialties in nursing services is critical care nursing where 
nurses provide a high level of complex care to patients during periods of critical 
illness. In this setting Nurses operate modern complicated equipment to sustain 
patient life in acute and Critical Care Units that require a high level of competency, 
clinical leadership and nursing skills. 
Saudi Arabia has a shortage of Saudi nursing staff. Health services rely on the 
recruitment of expatriate nurses from a wide verity of background to staff their wards 
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and community services. Ensuring of a good understanding the Saudi environment 
and society by expatriates may improve the quality of nursing care provided to 
people. The Muslim population around the world has approximately reached 1.2 
billion (Kittani, 2010). Saudi Arabia is considered as the center of the Islamic world 
because it contains the two holly cities (Makah and Medina) providing Saudi Arabia 
with a special function and place within the Islamic world. Any study or research 
conducted in Saudi Arabia may influence many Islamic countries around the globe as 
well as the Islamic societies in non-Islamic countries. Islamic principles and 
traditional customs of Saudi Arabia have influence on nursing service delivery as well 
as acute and critical care nursing services. Islam dominates and influences everyday 
life in Saudi Arabia. Saudi Arabia is considered a religious and conservative society 
however many foreign nurses, with no such background choose to live and work in 
it’s health services because of exceptional benefits provided. A greater understanding 
of the nature of Saudi lifestyle, religious beliefs, traditional values and principles may 
facilitate the process of delivering acute and critical care nursing services. So too, 
identifying nursing staff understanding of these beliefs and how they adapt care safely 
will have the potential to influence quality health service provision. 
 
Health Care Services in Saudi Arabia 
International expatriates have dominated both nursing practice and leadership in the 
Saudi Arabian health care sector for decades, mostly because of the traditional 
cultural barrier for Saudi men and women to work in the nursing profession. In 1958 
the Ministry of Health in Saudi Arabia was established to provide health care services 
to Saudi national and expatriates working in the country. This established three main 
providers of health care services in Saudi Arabia, the Ministry of Health, Ministry of 
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Defense and Private Health Care providers. The Ministry of Health is responsible for 
the effective delivery of health care throughout the kingdom for all non military 
health care services. Health care services provided by the Ministry of Defense, is 
limited to military and defense employees and their families. The Ministry of Health 
in Saudi Arabia provides health care services through Primary Healthcare Centers 
(PHC) and hospitals. In Saudi Arabia there were 2109 Primary Healthcare Centers 
and 420 MOH hospitals with more than 55 thousand beds capacity (Health Statistical 
Year Book, 2010). 
 
Nursing in Saudi Arabia 
Ministry of Health (MOH) statistics indicate that 51.28% of nursing professionals 
working in Saudi Hospital are expatriates (Health Statistical Year Book, 2010). These 
statistics reveal the multi cultural make up of health care organisations in Saudi 
Arabia. Indeed, many expatriate nurses working in Saudi experience a culture that is 
unique and different from their home county culture. Saudi Arabia is an Islamic 
county where the Islamic religion is the main influence upon everyday life with many 
customs and traditional cultural beliefs also influencing people’s life. A greater 
understanding of the health care beliefs and traditional practices of Saudi people may 
influence the quality of services provided to them as well as facilitate the work of 
expatriate nurses in Saudi Arabia. 
 
Research Aims and Objectives 
Many nurses from different countries with different religious and cultural beliefs 
come to work on contract in Saudi Arabia (Al-Shahri, 2002). Not all of the expatriates 
providing care to Saudi people are Muslim and many expatriate nurses have different 
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cultural values and beliefs. Non-Muslim expatriates are required to understand the 
Islamic culture and traditions to be able to respect the patient’s beliefs and also 
deliver care that is culturally sensitive (Pennachio, 2005; Benkert et al., 2005). 
Pennachio (2005) explains that in the Arab world, health is religiously viewed as 
spiritual, psychosocial and physical well-being. Spirituality is essential to the belief 
system and is given priority over other physical needs in a distinctive care pattern. 
The professional health belief system therefore has to blend or adapt to the 
nurses’cultural and religious beliefs. Nursing care delivery is therefore very unique in 
Islamic countries. Based on this understanding, this study seeks to explore the 
influences of Islamic values and cultural customs upon delivery of acute and critical 
care nursing to patients admitted to Saudi Arabian hospitals. 
This study has two main objectives: firstly it aims to examine the Islamic values and 
cultural customs that influence the delivery of nursing care to patients admitted to 
acute and critical care units in Southern regional (Al-Baha, Asser, Bishah, Jazan, and 
Najran) Saudi Arabian hospitals. Secondly, the study will evaluate Saudi and non-
Saudi nurses’ adaptation of care to Islamic religious beliefs and Saudi customs and 
values in their daily acute and critical care nursing care delivery process. The specific 
objectives of the study are to examine the Islamic values and cultural customs that 
influence the delivery of acute and critical nursing care to patients admitted to Saudi 
Arabian hospital and secondly, to evaluate Saudi and non-Saudi nurses’ adaptation of 
care to Islamic beliefs and Saudi customs in their daily delivery of nursing care. 
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Study Justification 
Transcultural nursing studies are widely conducted with the use of established 
theoretical frameworks but few cultural studies have been conducted in Saudi Arabia. 
The literature does provide information pertaining to Arabic culture and health beliefs 
(see chapter 2). However these studies have generally been conducted in Western 
countries, such as the United States, with the Islamic communities residing in those 
countries using a qualitative approach. This study is significant because it has used a 
transcultural theoretical model to guide a mixed method design with a quantitative 
survey component and has been conducted in the remote southern regions of Saudi 
Arabia. Health care services in the regions where this study took place have not 
previously been studied and no information was found in the literature concerning 
nursing care delivery specific to these regions. The findings of this research study will 
identity barriers and facilitating factors for the nurses to work in partnership with 
patients and their families in regional Saudi Arabia. 
 
Research Questions 
This study aims to answer the following research questions: 
1) How do acute and critical care nurses consider their patients’ cultural 
and religious values when delivering care? 
2) How is nursing practice adapted within an Islamic country to provide 
quality care? 
3) How do non Saudi nurses view and adapt care to fit with cultural and 
religious values? 
4) What are the barriers and facilitating factors for nurses to work in 
partnership with Islamic patients and families? 
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Organisation of the Dissertation 
This dissertation is comprised of ten chapters. Chapter one has introduced the 
dissertation, provided background information, aims of the research and outlined the 
research questions the study has aimed to answer. Chapter two considers the Saudi 
Context which provides an overview of the Saudi Arabian health care system, nursing 
profession Islamic values and cultural customs of people in Saudi Arabia. Chapter 
three examines and critically reviews the literature on health care service delivery in 
Saudi Arabia, Islamic values and Saudi Arabian cultural customs. Reflections on how 
Islamic and cultural beliefs influence health care delivery are presented. Chapter four 
is a theoretical chapter that provided an overview of the Transcultural Theoretical 
models, used as a conceptual framework to guide this research study. Chapter five 
presents the methodology used to answer the research questions as well as the process 
of the recruitment of participants, data collection instrument development, validity 
and reliability, the pilot study and analysis process. Chapter six presents’ the 
descriptive statistics result of the quantitative data collected from the participants in 
this research study. Chapter seven presents the inferential statistical results of the 
quantitative data collected using the survey. Chapter eight presents the findings from 
the qualitative data. Chapter nine discusses the study results and findings by linking 
them to key literature. The conclusion chapter is the last chapter of the thesis. It will 
provide the strengths, limitations recommendations and suggestions for future 
research as well as the thesis conclusion. 
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Chapter Two 	  
Context of Saudi Arabia 
Introduction 
This chapter presents an overview of the Saudi Arabian health care system, Islamic 
values and Saudi Arabian customs and cultural beliefs. The review provides an 
overview of the Saudi Arabian health care system and nursing status within that 
system. Religious values and cultural customs and beliefs that may influence the 
health care service delivery process in Saudi Arabian hospitals were considered in this 
review. Religious values may influence health care service delivery, due to required 
practices including prayer and fasting. Family structure and the roles/differences 
between men and women in Saudi Arabian society were presented. In addition, this 
chapter introduces a general view of Saudi culture.  	  
Background 
The rapid development and expansion of health care services has led to a shortage of 
health care professionals and nurses in Saudi Arabia. Saudi Arabia has a shortage of 
Saudi nationally educated nurses, and recruitment of expatriate nurses and other 
healthcare professionals is essential throughout the country to cover this shortage (Al-
Shahri, 2002). In Saudi Arabia expatriate nurses have been recruited from many 
countries, such as the United States, Canada, England, Australia, Philippines, India 
and Indonesia, and in some hospitals you may find nurses from many different 
countries working together (Al-Turki, H., Al-Turki, R., Al-Dardas, Al-Gazal, Al-
Maghrabi, Al-Enizi & Ghareeb, 2010). It has been reported that expatriate nurses 
represented 49% of the total nurses working in Ministry of Health (MOH) hospitals 
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(Ministry of Health Saudi Arabia, 2010). Expatriate nurses originate from various 
countries with distinctive backgrounds and cultures that are different to the Saudi 
Arabian culture. Islamic values and cultural beliefs influence the delivery of acute and 
critical care nursing services in the country, which impacts the quality of the health 
care services provided to the Saudi population. Expatriate nurses must adapt to many 
religious ideals and cultural customs, which may differ to their country of origin and 
may influence the nursing care delivery process in Saudi Arabia. Understanding Saudi 
religious values and cultural beliefs may facilitate expatriate nurses in overcoming 
barriers and cultural differences. 
 
 Statistics 
The Kingdom of Saudi Arabia is located in the Arab peninsula in the southwest of 
Asia. Saudi Arabia is monarchal, Arabic is the official language and the religion is 
Islam. Saudi Arabia is the world’s largest petroleum producer and exporter country 
(Almalki, Fitzgerald & Clark, 2011a). Saudi Arabia and the other Arab gulf countries: 
Kuwait, Bahrain, Qatar, United Arab Emirates and Oman are known as the Gulf 
Cooperation Council Countries (GCC). The Saudi Arabian population is more than 30 
million (Central Department of Statistics & Information Saudi Arabia, 2014), with an 
annual growth rate of 3.19% between 2004 and 2010 (Ministry of Health, Saudi 
Arabia, 2011). 
 
Saudi Health Care System 
Saudi Arabia is one of the richest and fastest growing countries in the world. The 
Saudi Arabian government has committed to improving health care services, to 
provide free and accessible healthcare services for nationals, and to extend free health 
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care service to expatriates living in the country (Aldossary, While & Barriball, 2008). 
The health care system in Saudi Arabia has improved extensively in the last few 
decades. The first public health department in Saudi Arabia was established in 1925 
in Makkah and it was responsible for providing health care services to the public in 
that area, and to pilgrims who visit the holy mosque in Makkah. This department 
established hospitals and dispensaries financially supported by the Saudi Arabian 
government (Almalki et al., 2011). The establishment of the Ministry of Health in 
1950 began a revolution in health care services in Saudi Arabia, where the 
government started to plan and formulate health care services in the country (Almalki 
et al., 2011). 
Contemporary healthcare services in Saudi Arabia are largely provided though the 
Ministry of Health. Other government and private health care services provide health 
care to people or employees, including ARAMCO hospital, University Teaching 
Hospitals, Military Hospitals, National Guard hospitals and Ministry of Interior 
Hospitals. The Saudi Ministry of Health provide strategic planning, formulate 
policies, supervise and monitor government hospitals, primary health care centers and 
private health care services throughout the kingdom (Aldossary et al., 2008). Primary 
health care centers provide basic promotional, protective and therapeutic service to 
the public in each region where these services are provided. General and tertiary 
hospitals provide emergency and general medical surgical care, but only hospitals 
located in large central populations offer special care such as intensive care (Al-
Homayan, Shansudin, Subramaniam& Islam, 2013). Economic growth and 
modernisation has had a significant impact on the development of health care services 
in Saudi Arabia. The development and the expansion of health care services and 
accessibility to people in Saudi Arabia increased health awareness among the 
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community and provided better health conditions for Saudis, as well as for expatriates 
working in the country (Aldossary et al., 2008). Thus, health care service provision 
requires close monitoring; the Ministry of Health, in conjunction with 20 regional 
directorates, provides the monitoring of health care services in the country at a 
regional level (Almalki et al., 2011). The Saudi Arabian health care service 
expenditure, as a percentage of the total government budget, was 6.9% in 2013 
(WHO, 2013). The health care system in Saudi Arabia ranked 26th in the world 
(Almalki et al., 2011). 
 
Nursing Status 
The history of nursing in the Arab peninsula was known before 570 AD (Aldossary et 
al., 2008; Almalki, FitzGerald, & Clark, 2011b; Miller-Rosser, Chapman & Francis, 
2006). During the time of our prophet Mohammed PBUH, an early Islamic era, 
Rufaida and a group of women provided nursing care to wounded soldiers during a 
time of war. These early Muslim women continued to perform their nursing roles 
during peacetime. It is reported that they erected a tent near a mosque in Madina to 
care for local people attending the mosque (Aldossary et al., 2008). Rufaida 
developed and learned her nursing skills from her father, who was a prominent healer 
(Aldossary et al., 2008; Miller-Rosser et al., 2006). 
The Saudi Arabian nursing profession originated in 1958 when the Ministry of Health 
opened the first Health Institute program in Riyadh in collaboration with the World 
Health Organisation, to teach nursing for one year (Aldossary et al., 2008). From 
then, nursing education in Saudi Arabia has developed, with separate training Health 
Institutes for male nurses and for female nurses. Nursing education has further 
developed by upgrading nursing education entry requirements from primary school 
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graduates in 1958 to high school graduate in recent years (Aldossary et al., 2008; 
Almalki et al., 2011). The Ministry of Higher Education took over the Health Institute 
from the Ministry of Health in 2006 and the nursing program was upgraded to 
Bachelor level. Nowadays Saudi Arabia offers nursing programs at Masters level, as 
well as Doctorate level in some Saudi universities (Aldossary et al., 2008; Miller-
Rosser et al., 2006).  
Despite the introduction of nursing program in Saudi the nursing workforce in Saudi 
Arabia relies on expatriate nurses (Aldossary et al., 2008; Almalki et al., 2011). Saudi 
Arabia has experienced a shortage of Saudi national nurses, as well as other health 
care professionals. The official statistics shows the total number of nurses working in 
Ministry of Health Hospitals in Saudi Arabia is 65,152 nurses, while the expatriate 
nurses are 32,083, which represents 49% of the hospital’s nursing workforce. The 
ratio of nurses in Saudi Arabia is 27.96 for every 10,000 of the population (Ministry 
of Health Saudi Arabia, 2013). The percentage of Saudi nurses working among the 
nursing workforce has improved in the last three years due to the wide recruitment 
and employment of Saudi nationals to work in healthcare organisations (Ministry of 
Health Saudi Arabia, 2013). The nursing shortage of Saudi national nurses remains an 
issue in Saudi Arabia. In some Saudi hospitals nurses from fifty different nationalities 
are working together (Mebrouk, 2008). Saudi hospitals and health care organisations 
with multicultural workforces will experience different cultural beliefs and values 
among nurses, which may influence the process of health care services provided to 
Saudi Arabian patients admitted to the hospital. Orientation programs and  policy and 
practice guidelines are typically used  to develop expatriate nurses knowledge of 
Islamic values and cultural customs in Saudi Arabia. Current educational and 
orientation programs require review and regular update to meet the cultural awareness 
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needs of expatriate nurses in Saudi Arabia.  Nurses need to understand religious 
values and cultural customs of Saudi people to be able to provide culturally sensitive 
nursing care to meet patient needs. 
 
Religious Values 
Islam is the predominant religion of the Saudi Arabian people, and Islam guides daily 
life (Mebrouk, 2008). Islam has many principles, which include prayer and fasting. 
Muslims believe that health is a blessing from God and attribute health status to 
spiritual, physical, emotional and psychological wellbeing. In religious practice for 
example, prayer and fasting are considered an enhancement of health promotion. 
Saudi patients will feel required to perform prayer and fasting at times of health and 
also sickness (Mughees, 2006; Wehbe-Alamah, 2008). Prayer is an essential 
component of daily life for any Muslim and thus the Saudi Arabian people. Muslims 
are required to pray five times a day, with each prayer period taking five to ten 
minutes (Wehbe-Alamah, 2008, al-Mutair, Plummer, Clerehan & O’Brien, 2014). 
Prayer is a daily and centeral practice of Muslim people all over the world. During 
sickness, patients can postpone prayer, but need to make it up another time in the 
immediate future. Prayer time can be recognised in Saudi Arabia and many other 
Islamic countries by a prayer call known as Azan, which is an announcement of 
prayer, and the prayer is due immediately after Azan. Delaying one prayer will extend 
the prayer to fall in another prayer time. Performing prayer requires the Muslim to 
wash prior to prayer (Wehbe-Alamah, 2008). This process will require a person to 
wash parts of their body in order to be ready for prayer. Prayer practice may influence 
the process of healthcare services' delivery when the patient may ask nurses to 
postpone or delay some medication or procedure in order to pray or wash for prayer. 
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Nurses need to understand the importance of the prayer to their patients and facilitate 
this practice to be able to provide culturally sensitive care. It is a basic need for 
patients to perform prayer and they need to be facing the holy city of Makkah during 
prayer (Wehbe-Alamah, 2008). The physical environment of the hospital or the 
patient’s room must allow the patient to face Makkah. The dying patient also requires 
the bed to be turned toward Makkah so that the patient is facing the holy Islamic city; 
which may be implemented by a patient’s family member or relative. Nurses need to 
be mindful of such practices in the hospitals in Saudi Arabia. This practice has an 
impact on the care delivery process, where the nurses need to understand and provide 
assistance for the patient that may include changing the setup of the room and the bed 
direction in the ward. 
Fasting is also considered a central Muslim practice in any Islamic society or country. 
Fasting is one of the Islamic Pillars and it is essential to Islamic practice (Peterson, 
Nayda & Hill, 2012). Fasting occur in the month of Ramadan, which is the ninth 
month of the lunar year or the Islamic calendar (Pinar, 2002). Fasting for a Muslim 
means no eating or drinking from dawn to sunset (Wehbe-Alamah, 2008; Peterson et 
al., 2012). Islam allows a sick person to break fasting in order to take medication or 
complete an investigation that may require ingesting fluid, but many Saudi people 
may not agree and may want to fast. Patients practicing fasting in the hospital is 
common in Saudi Arabia, thus the hospital will provide food and water to patients 
according to fasting times. Fasting practices influence the routine of health care 
services provided to patients by changing the time of medications and procedures 
(Peterson et al., 2012). During fasting the patient will not eat or drink and this may 
impact on care given to them by the nurses, such as blood sugar testing times and 
medication timing. Hospital nurses are required to adjust their care service process to 
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fit with the patient's practice during the fasting month. For example, a fasting blood 
sugar (FBS) will be due in the evening because the patient will not eat through the 
daytime, and random blood sugars will be due in the morning because the patient may 
eat during the night time. Based on fasting timing all other health care services will be 
changed to fit the patients’ religious practices (Peterson et al., 2012). 
 
Family and Society 
Gender differences and the role of women in society are complicated issues in Saudi 
Arabia. Gender issues in Saudi Arabia are always guided by religious values and 
cultural customs (Mobaraki & Soderfeldt, 2010). The holy book for Muslims (Quran) 
makes it clear there are no differences between men and women. Both are equal and 
capable of advantage from society (Wehbe-Alamah, 2008). Superiority of men over 
women is not influenced by religion but is a reflection of the culture (Wehbe-Alamah, 
2008). In order to understand the male and female relationship in Islamic society an 
understanding of family structure and the relationship between family members is 
necessary. Family in Islam and Saudi Arabia is considered the base of the society and 
culture. The Islamic religion guides and influences family structure and family 
member’s relationships in Saudi Arabia (Mutair, et al., 2014). In Arabic culture the 
family reflects relationships and marriage, which is the only legitimate way for man 
and women to be unified together to form a family (Khalaf & Callister, 1997). 
Muslim societies consider marriage as a contract that occurs with the consent of the 
women parent or the guardian (Mutair, et al., 2014). The role of men and women in a 
Muslim family are clear and ordered. The man or the husband is the leader, 
breadwinner, provider, protector and spokesperson of the family (Luna, 1989 cited in 
Mutair, et. al., 2014). A male member of the family enacts this role of leader and 
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requires women to obey and follow instruction. In general, the male members of the 
family protect women in Saudi Arabia and in Islamic society. Nurses need to ask for 
permission from the male guardian prior to conducting any intervention or procedure. 
The requirement for such permission has a significant influence on the process of 
health care delivery and consent. Waiting for a male guardian’s permission may force 
nurses to delay procedures or surgery for female patients when the guardian is not 
available to give permission. The processing of patients, including a female patient’s 
admission in Ministry of Health hospitals in Saudi Arabia, includes signing a general 
consent form by an adult or the male guardian of the female patient. This allows the 
health care team to provide necessary health care services to the patient, including 
emergency intervention. However, specific consent is still sought from the male 
guardian whenever possible for special procedures. 
Women in Islamic countries or societies will use a head cover or Hijab. The Hijab is 
visually identifying for Muslim women (Sheridan, 2006, Ruby, 2006). The Hijab may 
take many forms; some women wear a headscarf and cover their bodies, with the 
exception of the face, hands, and feet. Some women may also cover their face behind 
a veil as well as covering their bodies (Galadari, 2012). The Hijab is defined as cloth 
that prevents, hinders, veils, conceals, hides, covers and protects women from being 
seen by non related males (Ruby, 2006). A woman’s relative, such as husband, 
brother, grandfather, uncle, grandson and nephew, are the only ones who can see the 
women without a face or head cover. No other male, which includes male nurses and 
other male health care professionals, may see her uncovered. This requirement may 
be a barrier for nurses and medical care, and this may require sensitive negotiation 
with patients and her male guardian to allow for her to be seen by others.  
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The family structure, Islamic practices and the wearing of Hijab by women form the 
nature of the relationship between different genders in Islamic societies and influence 
every aspect of Muslim life (Galadari, 2012; Mutair, et. al., 2014; Ruby, 2006). These 
rules will also have an influence on health care services. A male doctor cannot see a 
female patient alone or without her husband or male guardian. This may result in 
difficulty in assessment or implementation of care in the Saudi healthcare system, 
where female nurses will always accompany a male doctor in a female ward or unit, 
even in an outpatient department. Nurses must also maintain respect of patient’s 
privacy and religious values and cultural beliefs. Nurses are required to cover the face 
and some parts of the body of their female patients on mixed gender units such as 
intensive care units or emergency departments. This practice may impact on the 
nurses’ ability of nurses from providing care to their female patients, whilst providing 
culturally sensitive health care services. 
 
Saudi Arabian Culture 
The Saudi Arabian official statistics indicate the total Saudi population is 30,770,375. 
Non-Saudi residents represent 32.72% of the total number of the Saudi population 
(Central Department of Statistics & Information Saudi Arabia, 2014). These statistics 
show the multi nationality and cultural diversity of contemporary Saudi Arabia. This 
diversity influences the healthcare service delivery process, where nurses are required 
to consider cultural differences. Nurses need to have some awareness of a patient’s 
cultural diversity. The health care professional must recognise their patient’s culture 
specific care interpretation, experience and practice (Wehbe-Ahamah, 2008). Nurses 
need to respect, understand and treat appropriately a person’s cultural values, beliefs, 
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and practices. This need is a human right and thus a patient’s right in any health care 
service organisation (Leininger & McFarland, 2002). 
Culture and language have been identified as the main barriers for the nurses working 
with patients from different cultural backgrounds (Allen, 2010). Nurses are required 
to provide quality health care services to patients of different age, cultural, ethnic and 
socioeconomic backgrounds (Ching, Yang & Kuo, 2013). 
Saudi Arabian families are characterised as having strong inter-relationships between 
family members (al-Mutair, et al., 2014). Family members will travel from one city to 
another to visit a family member admitted to hospital, to fulfill their family relation 
obligations (Al-Mutair, et al., 2014). Hospital regulations in Saudi Arabia provide 
specific visiting times in each hospital, but these can be regulated by local practices of 
specialty units; within Intensive Care Units (ICU) relative’s visits are limited to one 
hour, which may lead to patient’s family members waiting in the corridors near the 
ICU (Al-Mutair, et al., 2014). 
Involvement of the family members during the healthcare services delivery process is 
essential, and nurses need to take family involvement into account while delivering 
care to patients. Visiting a sick person in Saudi Arabia reflects the close relationship 
between family members; and visiting a sick person is not limited to family members, 
but also extended to visiting sick neighbours or friends, and considered to be a 
religious and societal obligation. Nurses in the hospital need to expect many visitors 
to their patient, especially in acute and critical care areas. The high number of visitors 
may interfere with health care services provided to the patients. Visitors may have 
suggestions for the patient care and ask questions of health care professionals in 
relation to care provided.  
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The traditional structure of Saudi Arabian families  needs to be considered as part of 
the nursing care delivery process. The structure of the family in Saudi Arabia may 
include two or three generations living together in one house (Mutair, et al., 2014). 
The older generation of the family for example, the grandmother or grandfather are 
high respect. The family decisions will not be actioned if one of the older members of 
the family does not agree. Older family members, be they a man or women, have the 
right to order or guide younger ones (Mutair, et al., 2014). The family authority 
hierarchy in Saudi families will also be extended by younger generations towards 
older people out of the family boundary. For example, younger people are encouraged 
to respect older people such as allowing them to be served first (Mutair, et al., 2014). 
Additional differences to western countries include calling an older person by his or 
her first name as being considered not respectful or not polite toward older people. It 
is traditional in Saudi Arabia to address an older person by adding the phrase (Abu) 
the father for the man, and (Aum) the mother for the women, then add the older son’s 
name (Mutair, et al., 2014). Nurses are expected to talk with older people gently and 
softly in order to show respect. It is also recommended nurses use the phrase (Papa) 
my father,or (Mama) my mother, when referring to an older person, as part of 
showing respect. Nursing home care for parents is not widely known or accepted by 
Saudi and other Muslim and Arabic cultures (Elkholy, 1981 cited in Mutair, et al., 
2014). Caring for older people is considered a responsibility of family members, 
where the son or the daughter will be responsible for providing nursing home care to 
their parents. Sometimes the responsibility of the older persons’ care may be extended 
to grandchildren, spouses, siblings, aunts and uncles (Wehbe-Alamah, 2008). 
Cultural belief about the evil eye in Saudi Arabia is similar to the cultural beliefs in 
other Arab and Middle Eastern countries (Lovering, 2012). Belief in the evil eye as a 
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cause of disease and sicknesses is part of Saudi Arabian cultural beliefs. Evil eye 
belief was known in the Arab Peninsula prior to Islam flourishing, and it has been 
mentioned in the holy book of Muslim (Quraan) (Lovering, 2012). The evil eye is cast 
by someone who is jealous of another person’s beauty, wealth, health, strength and 
belongings. The evil eye may be cast by someone through admiring his or her 
possessions or family (Lovering, 2012). To prevent the person from causing harm to 
others by the evil eye, they must say the phrase ‘Masha Allah’ (what God has willed) 
when he or she saw something he liked or admired about others (Lovering, 2012; 
Wehbe-Alamah, 2008). The person can also protect himself from the evil eye by 
reading some part of the holy book of Quraan. 
 
Language 
Language is another issue needed to be considered when providing health care 
services. Saudi Arabia is an Arabic speaking country and most of the expatriate 
nurses are non Arabic speaking (Ministry of Health Saudi Arabia, 2010). In Saudi 
Arabia the English language is the official language of communication between health 
care professionals, and the Arabic language is the official language of communication 
between patients and health care professionals. The spokesperson of the patient or 
family will be the most proficient in the English language (Cioffi, 2003). This person 
will be the interpreter and translator between the patient and nurses. Nurses may have 
limited communication with patients who do not speak their language (Cioffi, 2003). 
Having an interpreter present is essential to understanding what patients may feel or 
want. When an interpreter is not available nurses use picture charts, a family member, 
sign and body language to communicate with the patients (Cioffi, 2003). Nurses 
fluent in the Arabic language, and Arab doctors or Saudi nurses working in acute and 
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critical care areas, may be valuable resources to interpret or translate some 
information from patients to non Arab speaking nurses. The use of bilingual nurses or 
health professionals for communication between the nurses and patients is considered 
as important resource for communication between patients and health care providers 
(Cioffi, 2003).	  	  
Conclusion  
This chapter has presented an overview of the Saudi Arabian context of care as well 
as the Health care system structure and care service delivery process in Saudi Arabia. 
Nursing status includes the historical view of the nursing profession in the Arab 
Peninsula and nursing profession in contemporary Saudi Arabia. The review presents 
the development of the nursing profession and education in Saudi Arabia. It also 
shows an overview of nursing workforce statistics in Saudi Arabia. The overview 
presented the most important religious values and cultural beliefs that may influence 
the health care service delivery process. Religious values include prayer, where 
patients may request nurses to allow them to perform prayer that may impact on the 
nursing care delivery process. Performing prayer includes ablution prior to prayer, 
positions and direction of bed, and the time needed to perform prayer. In addition, 
performing fasting may influence the care service process in hospital by changing 
care service timing to fit with the patient’s Islamic practices. The family structure and 
relationship between the family members was presented. Men’s obligations and 
responsibilities toward women within the family was presented in this review. 
Cultural respect of older persons within a family, as well as within societies in Saudi 
Arabia, is included in this review. Finally, language and communication processes 
between health care professionals themselves, and between patients and health care 
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professionals in Saudi Arabia, was presented in this review.  
A review of the literature and research studies conducted using cultural competency 
theories and models will be presented in the next chapter.
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Chapter Three 
 
           Literature Review 
Introduction 
Nurses in Saudi Arabia face religious values and cultural customs different to their 
country of origin, which influences the care delivery process. A nurse’s ability to 
better understand religious values and cultural beliefs of patients may facilitate and 
improve the process of care delivery. This chapter will present a review of the 
literature related to the research topic. The review will start by describing the 
literature review search strategy as the method utilised to develop this literature 
review. The literature then will be review in three parts. The first part explored 
culture, transcultural nursing, cultural competence, cultural safety, nursing migration, 
transition and cultural shock in the expatriate nursing workforce. The second part will 
present the factors influencing the nursing care delivery process, which included a 
patient’s cultural values and lifestyle, family and kinship factors, religious factors, 
educational factors, nationality and nursing care practice. The third part will present 
the barriers influencing nursing practices which include: communication, language 
and culture barriers to nursing practice. A reflection of working in Saudi Arabia was 
included. 
Cultural safety is a concept that emerged in the late 1980s as a framework to promote 
culturally safe practices in health care delivery. Cultural safety promotes actions 
which recognise and respect the cultural identities of others, and safely meet their 
needs, expectations and rights. Cultural safety is primarily about examining one’s 
own cultural identities and attitudes, and being open-minded and flexible in one’s 
attitudes towards people from cultures other than one’s own. 
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Expatriate nurses face religious values and cultural customs differing from their 
country of origin that may influence the nursing care delivery process in Saudi 
Arabia. Their ability to better understand religious values and cultural beliefs of 
patients may facilitate and improve the process of care delivery. To provide 
competent nursing care, there must be an understanding of religious values, including 
cultural similarities and differences between nurses from different cultural 
backgrounds and their patients. 
Little research has been conducted to determine cultural awareness of nurses in Saudi 
Arabia. This chapter has been divided into three parts. The first part explores culture, 
transcultural nursing, cultural competence, cultural safety, nursing migration, 
transition and cultural shock in the expatriate nursing workforce. The second part 
presents factors influencing the nursing care delivery process, which includes a 
patient’s cultural values and lifestyle, family and kinship factors, religious factors, 
educational factors, nationality and nursing care practice. The third part presents the 
barriers influencing nursing practice which include: communication, language and 
cultural barriers to nursing practice with reference to Arab and other Islamic cultural 
beliefs and in particular Saudi culture and beliefs. The review first describes the 
literature search strategy as the method utilised to develop this literature review. 
 
Search Strategy 
The literature review was conducted using the RMIT University library website. 
Scopus, CINAHL and PubMed were the databases used to search for literature related 
to this research topic. The Liaison Librarians assisted in facilitating the literature 
review search. The review aimed to establish existing knowledge and information 
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related to this research study by reviewing research conducted in Islamic societies or 
countries such as Saudi Arabia and other Arab countries. To cover a wider range of 
literature the review included research studies conducted in non Arab and non Islamic 
countries and society. The searches were conducted in early 2012 and updated 
continuously throughout the PhD candidature time of the researcher. The search 
covered a period of fifteen years, and was limited to English language publications 
only. Primary, secondary and grey literature was identified and the relevant literature 
was included in this review. The literature review was conducted with each database 
and followed the same methods established by the researcher using key words. 
The key words or the terms used in this research study included Nurse, Culture, and 
Islam, as the first stage of the search. The search results identified 134 articles in 
Scopus, 172 articles in CINAHL and 161 articles in PubMed. Literature that explored 
Culture Competency, Transcultural Nursing and Nursing Experience in Arab and 
Islamic societies or countries was added to this review. Further studies were chosen 
for their relevance to nursing practices and patients’ religious values and cultural 
customs. Articles were evaluated for their research methodology, peer review status, 
and their applicability to the three sections of this review. Several papers crossed 
boundaries between the sections of the review. All abstracts and articles were 
reviewed. Duplicate papers from each database were identified and the relevant 
papers found relating to this research study included 26 from Scopus, 11 from 
CINAHL and 8 papers from PubMed. ‘Saudi Arabia’ was added to the same search 
terms and the results reduced the number of papers from each database, but no new 
papers were found. To develop and focus the search, the term ‘Saudi Arabia’ replaced 
the term  ‘Islam’, and an additional 15 papers from Scopus, 5 papers from CINAHL, 
and 4 papers from PubMed were identified. Additional terms were used and added to 
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the search terms, such as ‘language barrier’. The abstracts were reviewed and no 
additional articles were found. A subsequent search was conducted in the same 
databases using new terms including nurse, education, culture, care and barrier. The 
results revealed three papers from Scopus, eight papers from CINAHL and two papers 
from PubMed. Table 1 outlines the stages and the results of searching for the 
literature, while (Appendix A) shows the description of papers included in the 
literature review. In addition to the 82 articles identified in this search, grey literature 
was found via PubMed and Google search and included in this review. 
 
 Table 1 
 Literature review search summary  
Databases 
Stage1 
Nurse+ 
Culture+Islam 
Stage 2 
Nurse+ Culture+ 
Saudi Arabia 
Stage 3 
Nurse + Education + 
Culture + Care + Barrier Total 
Scopus 26 15 3 44 
CINAHL 11 5 8 24 
PubMed 8 4 2 14 
Total 45 24 13 82 
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Part One: Culture and the Expatriate Workforce 
The first part of this chapter provides an overview of the literature which defines 
culture, cultural care and transcultural nursing. This part also provides information 
concerning cultural adaption to working in an overseas health care service for an 
expatriate workforce. 
 
Culture. 
Culture was first conceived and studied by anthropologists and continued to be a 
focus for anthropological research during the nineteenth century (Leininger, 1991). 
With the development of transcultural nursing theories, nursing, ward and patient 
culture became a fundamental consideration to understanding nursing care. Cultural 
concepts were seen as complex because of a person’s individual background, 
education and upbringing. 
Culture is being adapted unconsciously in the early years of the individual. Theorists 
proposed that nurses needed to understand these complexities in order to provide 
culturally safe care to patients. Culture is a set of defined values, beliefs and practices 
shared by a group of people, and these values associate culture with ethnicity and 
nationality (Garneau & Pepin, 2015). Culture is defined by Giger, and Davidhizar, 
(2008) as a “marbled behavioural response that develops over time as a result of an 
individual’s beliefs through religious concepts and artistic manifestation. Culture is 
everything in human life: how they think, behave, make decisions and judgment. 
Culture can be defined as how individuals view and do things in their group or 
society”(p.80). 
Globalisation, immigration and movement of people from one side of the world to 
	   	    
 
	  
30	  
	  
another brought together different races, nationalites, religions and cultures. The 
cultural diversity in communities or countries reflects on the diversity of the health 
care system. Patients from different race, culture and religions will be admitted and 
use health care services provided to them in their region or country. A person from a 
country or specific area or location grows up unaware that they have specific cultural 
differences from others when he/she moves to live in another place (Hofstede, 1991). 
The individual may not know that what they do, how they act or behave in their daily 
life as normal is in fact culture, and it is normal among their group of society, but may 
not be considered normal in another country or community. 
The diversity of patients in health care organisations requires nurses and other health 
professionals to adapt care in meeting the cultural and religious needs of the patients 
without affecting the quality of health care services provided to them. From this 
perspective, culture has been investigated by a number of theorists, such as Leininger, 
Purnell, Caminha-Bacote and Giger  (Shen, 2015). Many concepts associated with 
culture have been reviewed, examined and developed by nursing theorists, such as 
cultural care, transcultural nursing, cultural competency, cultural safety, nursing 
migration, transition and culture shock, and expatriate workforce. These concepts will 
now be discussed.  
 
Cultural care. 
Demographic characteristics and cultural differences among patients in healthcare 
facilities are a challenge for health care service providers. Greater cultural diversity in 
the health care system increases the need for cultural care which becomes an essential 
part of each health care services’ delivery process (Schim, Doorenbos & Borse, 
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2006). Cultural care from a Western perspective emphasises how religion, nationality 
and race influence behaviours related to health and illness. Cultural care is defined by 
Leininger as ‘the learned, shared, and transmitted values, beliefs, norms, and life ways 
of a particular culture that guides thinking, decisions, and action in patterned ways 
and often intergenerational’ (Leininger & McFarland, 2006, p.13). Nurses need to 
understand all these aspects in order to be able to understand their patients and 
provide culturally sensitive competent care. 
It has been recognised that patients from minority ethnic communities have unique 
cultural needs and beliefs (Loftin, Hartin, Branson & Reyes, 2013; Narayanasamy & 
White 2005). Cultural care can be provided to patients only when nurses and health 
care professionals are aware of the patients’ cultural needs (Mixer et al., 2015). In the 
United States for example, disparities exist within minority groups’ health status, 
which include a higher mortality rate among babies born to black women, high 
coronary heart disease, stroke, diabetes, asthma and cancer with poorer populations 
(Loftin, et al., 2013). Health care services should meet the cultural needs of people in 
communities. Effective interventions to improve the cultural health care competence 
of care providers is required, by educating nurses and other health care professionals 
to consider the cultural needs of the individual. 
 
Transcultural nursing care 
In the last century, mobilisation and movement of people across borders became 
easier due to improvement in transport. The development of air, sea and ground 
transportation helps people to move from one place to another. After World War II 
the number of people migrating increased. The major factors influencing immigration 
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were war, feuds, political oppression and economic conditions (Leininger, 1995). The 
diversity of cultures that migrants bring with them to new countries, and their need to 
keep their cultural identity, influenced the development of transcultural nursing and 
transcultural health care for those people in the new countries. 
Transcultural nursing care was established in the mid 1960s (Giger, & Davidhizar, 
2008). Leininger defined Transcultural nursing as ‘Formal areas of study and practice 
in the cultural beliefs, values and life ways of diverse cultures and in the use of 
knowledge to provide culture-specific or culture-universal care to individuals, 
families and groups of particular cultures’ (Leininger, & McFarland 2002, p.5). 
Transcultural Nursing is ‘a formal area of study and practice in nursing focused upon 
comparative holistic cultural care, health and illness of individual’ (Leininger, 1995, 
p.4). Giger, and Davidhizar (2008, p.5) viewed transcultural nursing as a ‘culturally 
competent practice field that is client centered and research focused’. Patients become 
the centre of the healthcare service, where nurses are required to provide culturally 
appropriate competent care. The transcultural nursing field explicitly includes all 
culture and subculture in any country or society.  Transcultural nursing goes further 
than local, regional and national aspects of culture, to cover individual cultural needs 
over the globe  (Leininger, 1995; Leininger, 1997). 
 
Cultural competency 
Cultural competency is the incorporation of the personal cultural diversity experience, 
awareness, knowledge and skills, into everyday nursing practice. Cultural competency 
is defined as ‘a process in which the health care provider continuously strives to 
achieve the ability to effectively work within the cultural context of client/individual, 
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or family or community’ (Campinha-Bacote, 1999, p. 203). Cultural competence is a 
continual process where the health professional works effectively with the patient’s 
culture (Rivera-Coba & Camoinha-Bacote, 2008). Leininger conceived the concept of 
cultural competence care in 1960 and defined it as ‘care that is meaningful and fits 
with cultural beliefs and life way’ (Leininger, 1999, p. 9). Leininger and McFarland 
(2002) further defined cultural competency as the ‘use of culturally based care 
knowledge that is used in assistive, facilitative, sensitive, creative, safe, and 
meaningful ways to individuals or groups for beneficial and satisfying health and 
well-being, or to face death, disabilities, or difficult human life conditions’ (p84). 
Cultural competency is a continual process of awareness, knowledge, and sensitive 
practice by the nurses who deliver care to patients. Awareness is a knowledge 
phenomenon where nurses are aware of the similarities and differences of lifestyles, 
values, beliefs, and practices between groups of people. Nursing knowledge 
concerning differences between groups and the ways nurses understand the specific 
patient, individual and group needs is important to improve the cultural competence, 
which improves the care provided by nurses (Mareno & Hart, 2014). 
Competent care is developed by learning cognitive aspects of culture that include 
values, beliefs, and traditions of a particular group or individual, and applying this 
knowledge in the practice of health care delivery (Garneau & Pepin, 2015). Cultural 
competency aims to improve the quality of health care service provided by the health 
care professionals to patients, by identifying and acknowledging the cultural 
differences of health care professionals and patients when they interact with each 
other. Cultural competence in the healthcare delivery process requires nurses to 
establish cultural awareness, cultural knowledge and cultural skill or sensitivity 
(Campinah-Bacote, 1999; Law & Muir, 2006; Rivera-Coba & Camoinha-Bacote, 
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2008). Cultural awareness is the thoughtful, intellectual process in which health care 
providers become sensitive to the values, beliefs, lifestyles and practices of others. 
Cultural knowledge is the process where the health care professional learns the basic 
fundamental aspects that influence the individual view of different cultures 
(Campinah-Bacote, 1999). Cultural skill is the competency in which an individual 
undertakes a cultural assessment by utilising tools that are suitable to the environment 
where he/she works and is considerate of the individual patient’s culture. Cultural 
skill includes observation, reflection, verbal and non-verbal communication (Law & 
Muir, 2006). 
Cultural sensitivity includes the acknowledgment of personal attitudes, values, 
beliefs, and practices (Mareno & Hart, 2014). For example, the communication skills 
nurses have, whether verbal or non- verbal, and their ability to use it with patients, is 
considered culturally sensitive, which nurses need to maintain in their practice to 
improve their overall cultural competency (Schim et al., 2006). The improvement of 
nurses’ cultural sensitivity may improve the quality of care and it may increase patient 
satisfaction about the health care services provided to them. Implementing cultural 
care into nursing practices and health education could help nurses and other health 
care professionals to better assess a patient’s health condition or status, give patients 
suitable health education and guidance based on their cultural beliefs, and improve 
patient health. 
 
Cultural safety 
Improving the quality of health care provided to patients is the concern of most health 
care organisations around the globe. Cultural safety improvement is a vital aspect of 
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the quality of care provided to patients. Cultural safety has been defined as the belief 
that nurses carry their own cultural beliefs and attitudes, and consciously or 
unconsciously these beliefs and attitudes will reflect in their practice (Giles, 
Hognestad, & Brooks, 2015). Cultural safety is a concept ‘that encourage nurses to 
reflect on their own personal and cultural history and the values and beliefs they bring 
in their interaction with patients’ (Anderson et al., 2003, p. 198). Cultural safety is the 
respectful engagement that supports and protects well-being. Cultural safety 
awareness guides a nurse to consider the patient’s background beliefs and experiences 
such as race, power, oppression, disparities and inequities (Cash et al., 2013). 
Knowledge of cultural safety and how the concepts can be applied in nursing will 
enable nurses to provide culturally safe health care. 
Cultural safety is used primarily in education and clinical practice and originated in 
New Zealand, where the term cultural safety was originally conceptualised to mean 
no assault on personal identity (Garneau & Pepin, 2015; Williams, 1999). From this 
perspective cultural safety becomes an important practice in health care. Cultural 
awareness and sensitivity is the basic element nurses need to have to be able to 
provide culturally safe care. 
Nurses’ awareness of the social determination of their patients has the ability to 
impact on the health care outcome. Using cultural safety, nurses will treat patients 
with dignity and respect towards their beliefs and cultural values. Cultural safety is 
not limited to cultural values of ethnic groups or nationalities: it can be extended into 
age, gender, socioeconomic status, and religious or spiritual beliefs (Bidzinski, 
Boustead, Gleave, Russo & Scott, 2012). 	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Nursing migration and transition 
Health care professions, especially nursing, suffer a shortage of appropriately skilled 
and available staff all over the globe. Recruitment of nurses from developing 
countries to work in developed countries has been used as a solution to reduce the 
shortage in many more affluent countries (Bradby, 2014; Muslin, Willis, McInerney, 
& Deslich, 2015). The nursing workforce in countries like the United States, Canada, 
United Kingdom, Australia and Saudi Arabia has become increasingly multicultural 
due to  recruitment and immigration (Clayton, Isaacs, & Ellender, 2014; Xiao, Willis, 
& Jeffers, 2014). Nurses arriving as immigrants may bring with them different beliefs, 
values, religion, language, and cultural customs arising from their nation of origin. 
These nurses transition as part of a minority group in the new organisation, where 
they may experience racism and prejudice (Tavallali, Kabir & Jirwe, 2014). With this 
experience, nurses often lack the opportunity to develop their skills to meet the needs 
of the patients and families under their care. Nurses may face many challenges 
adapting to a new life and nursing practice in the new country where they immigrated. 
Nurses will be required to make adjustments to their working environment, practice, 
and in their lifestyle to fit in the newly adopted country (Beaton & Walsh, 2010). 
A qualitative study conducted by Okougha and Tilki (2010) to determined the 
experience of 13 nurses (five men and eight women) from Ghana and Philippines 
recruited to work in the United Kingdom. The researchers found that nurses 
experience discrimination, hardship and problems adjusting to the new environment, 
particularly in communication with colleagues and patients. The discrimination and 
hardship nurses experience are similar, but with some individual differences. The 
language was the main problem for the participants in the study, even though their 
education was in the English language. The participants explained how language was 
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the main difficulty in communicating with patients and colleagues in the way they 
interpret and understand the meaning of the words used by someone. For example, 
one nurse said “the words (I feel sick), this was difficult, as in my understanding it 
meant I feel unwell, but I later discovered that the patient meant he wanted to vomit”. 
The nurse’s understanding of the words and the use of the words may reflect in their 
way of dealing with patients with that condition. The nurse may provide some 
intervention to the patient, according to his/her medical condition. This 
misunderstanding was one reason for discrimination and the frustration nurses were 
feeling in that study.  In the same study (Okougha & Tilki, 2010), participants 
emphasised some cultural practices around death and dying patients, were 
misinterpreted by expatriate nurses compared with national nurses.  The differences 
of culture and religion that nurses have with their patients lead the nurses to express 
grief and concern in a way that may not be accepted by a patient’s family. 
A similar study was conducted (Takeno, 2010) in Australia to explore the perception 
of Asian nurses working in Australian hospitals. The participants were five East Asian 
nurses working as registered nurses in Australian hospitals. The results revealed that 
language difficulty was one of the main problems expatriate nurses have in Australian 
hospitals. Participants experienced cultural differences in two main ways. The first 
one was related to disease presentation, while the second was their responses in 
interpersonal interaction. The cultural differences nurses had in this study led them to 
being involved with patient medical conditions they had not previously seen. The 
nurses were confused and surprised by foetal alcohol syndrome, as they had never 
seen or learnt this in their home country. Lack of such information or knowledge may 
lead nurses to misunderstand a patient’s culture related to their health condition. 
These two studies identified language and cultural differences health care 
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professionals may face when working in new or different cultures. Expatriate nurses 
and health care professionals may need to learn more about the new country or 
societies which they plan to work in, to be able to overcome and adapt to the new 
environment in order to provide sensitive nursing care to the patients. 
 
Cultural shock and the expatriate workforce 
Working and living in another country presents cultural challenges to nurses as well 
as other migrant health care workers in a busy and complex organisation such as a 
hospital environment. Nurses may face culture shock when they move to work in 
another country or society in terms of their expectations, communication styles, 
gender relations, verbal and non-verbal expressions, attitudes, beliefs, individualistic 
behaviours and independence (Chege & Garon, 2010; Xu, Gutierrez & Kim, 2008). 
Expatriate nurses may feel lost in two different worlds when they cannot understand 
the culture of the new place. At the same time, the nurse’s practice in the adopted 
country will be different from the practice the nurse is used to in the country of origin. 
Each migrant nurse will be required to go through a cultural adjustment to be able to 
perform in the new environment. Some of the challenges are cultural displacement, 
interpersonal conflict and assumption about the new culture or environment (Xu, 
Gutierrez & Kim, 2008). Adjustment to the new environment may vary between 
individual, and from one country to another. A qualitative study conducted by 
Almutairi, McCarthy and Gardner (2015) in Saudi Arabia using semi-structured 
interviews, indicated that many of the non Saudi nurses became confused when first 
introduced to Saudi culture, which they never resolved despite ongoing exposure. The 
participants described the overwhelming challenge they experienced with Saudi 
culture. They described the character of their culture shock as anxiety, insecurity and 
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an inability to understand the Saudi culture. Participants experienced conflicting 
feelings regarding how their own culture differed from Saudi culture. For example, 
one of the participants highlighted their unfamiliarity with the dress code for men and 
women in Saudi. It made her feel alienated, frustrated and depressed. The experiences 
nurses described in the interview illustrated how culture shock could influence nurses’ 
feelings and practice, which reflects in their ability to provide care to patients. In 
order to understand nursing practices and how the nursing care delivery process 
influences the quality of care provided to the patients, factors influencing nursing care 
service processes will be discussed in the next section. 
 
Part Two: Factors Influencing Nursing Care Delivery 
Caring for others is a fundamental aspect of nursing care and is central to the work 
carried out by the nursing profession. Nurses are required to provide care to patients 
based on an assessment of the patient’s condition and their nursing knowledge, skills 
and ability. Nurses aim to provide nursing care to patients to facilitate healing and 
wellbeing. Any improvement of nursing care services provided to patients should 
result in an overall improvement of the quality of health services provided to 
communities. 
The process of nursing care delivery in Saudi Arabia is influenced by many patient 
factors which may impact on the nurses’ ability to provide culturally sensitive care to 
their patients. These factors may be individual and influenced by choice, or culture 
and thus pertain to a group. This section of the review will focus on the factors 
influencing the nursing care delivery process. These factors include patient’s cultural 
values and way of life, family and kinship, religion and spiritual, educational levels, 
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nationalities and nursing practice. These factors are also influenced by the nursing 
experience of working in Saudi Arabia or other Islamic countries / societies. 
 
Patients’ cultural values and way of life 
Diversity of patients’ culture in health care organisations require nurses and other 
health care professionals to consider individual and group cultural values when 
providing care delivery to improve the quality of health care services (Almutairi & 
Rondney, 2013). Cultural values may include a patient’s belief of diseases and 
meaning (Tirgari, Iranmanesh, Cheraghi & Arefi 2013). Many studies have explored 
patient’s cultural values and way of life that influence the nursing care service 
delivery processes (Banning, Hassan, Faisal & Hafeez, 2010; Halligan, 2006; Tirgari 
et al, 2013; Thomas, Saleem & Abraham, 2005; Rambod & Rafii 2010; Zeilani and 
Seymour 2012; Cortis, 2004; Ho, 2015; Al-Yateem, AlYateem & Rossiter, 2015; 
Jones, 2008; Aldossary, Barriball & While, 2013; Suliman, Welmann, Omer & 
Thomas, 2009; Marrone, 2005; Vydelingum, 2000; Liou & Cheng, 2011; 
Aghamohammadi-Kalkhoran, Valizadeh, Mohammadi, Ebrahimi & Karimollahi, 
2012). These studies used different methodologies and approaches to identify the 
influence of patient’s culture values and way of life on the nursing care delivery 
process.  
Culture has a strong impact on the health awareness of people. The ability an 
individual has to communicate and connect with others defines the world for the 
person (Banning et al., 2010).  Banning et al.,(2010) conducted a qualitative study 
aimed to examine the influence of culture on life experiences of Pakistani Muslim 
women with breast cancer. The researchers conducted interviews with 36 patients 
	   	    
 
	  
41	  
	  
who attended the outpatient department in the hospital. The study identified several 
themes that explained patients’ cultural views about their diagnosis. The themes 
included discovery and reaction to breast cancer, disclosure to family, developing 
emotions, emerging reality and long-term uncertainty. The themes extracted from 
reviewing the interviews with patients reflect their cultural values and beliefs about 
disease and treatment. The findings show that trauma, emotion and sensitivity 
emerged as experiences from all participants in this study and not limited to certain 
age groups. The study shows the women acknowledged the cultural ideas that 
influence their understanding of the diagnosis of the disease and how it impacts on 
their family response to the disease. The findings of this study were similar issues to 
those of a study conducted by Halligan (2006), who used a phenomenological 
approach to examine the participants’ lived experience in their society. Halligan 
interviewed six nurses from hospitals in Saudi Arabia and data was analysed using 
Colaizzi’s framework. The researcher found culture and religion influences nursing 
practice. The link between religion and culture in the results of the study were clear, 
which confirmed that the Islamic religion guides Muslim people in every step of their 
life (Mebrouk, 2008). Culture customs and religious values are the main factors that 
influence peoples’ life in countries like Saudi Arabia, as well as other Islamic 
countries and societies. 
Lack of patients’ cultural knowledge was found as an aspect influencing nursing care 
delivery in a study conducted by Ho (2010), who interviewed five nurses in a focus 
group to gain an understanding of how educational training affected the cross cultural 
communication experience of the participants. The study’s findings indicated a lack 
of understanding of patients’ cultural background by nurses and a paucity of 
transcultural content in their educational programs. In the United States for example, 
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hospitals have policies and regulations that guide nurses but notions of transcultural 
nursing are not always reflected in the introductory training programs. The orientation 
program in hospitals needs to introduce elements of cultural values and beliefs that 
nurses need to understand and to overcome cultural defenses. Although the sample 
size in Ho’s, (2015) study was small and limits applicability to other settings the  
study, shows there is a need for  knowledge about patient culture, which in turn may 
help and support nursing practice. 
Jones, (2008) also found expatriate nurses working in Arab countries have similar 
difficulties of understanding patient culture as expatriate nurses working in the United 
States. The researcher interviewed five Caucasian nurses working in non-Hispanic 
hospitals where the limitation of patient culture knowledge has been highlighted by 
the participants. Cortis, (2004) used semi-structured interviews with a sample size of 
30 registered nurses working in large hospitals in the north of the United Kingdom. 
The Cortis study highlighted the relationship of nurses’ culture and their practice in 
the United Kingdom. Culture for the participants was categorised into, generic and 
specific constituents. The generic constituents of culture included, but were not 
limited to, community of origin, way of life, social relationship and language. The 
specific cultural traits included the following components of culture, such as music, 
dress, hygiene, norms, food and religion. Cortis (2004) interviewed a large number of 
self selected participants who identified that they met the inclusion criteria for the 
study. The participants in this study were expatriate nurses, where their language is 
different from patients, as well as with their colleagues in the hospital, which may 
cause some limitations or barriers between both other hospital staff and patients. Al 
Yateem et al.,(2015) used the same method of participant self selection when 
examining expatriate nurses. The researchers invited all expatriate nurses working in 
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the hospitals where the study took place to participate in the research study. Invitation 
of national nurses in each country to participate could help to compare between local 
and expatriate nurses. In this study the researcher used a qualitative methodology to 
explore the culture and religious educational needs of expatriate nurses working in 
Saudi Arabia and United Arab Emirates. The researcher interviewed 27 nurses in both 
countries and results indicate participants’ lack knowledge of cultural customs and 
religious values.  
Educational programs or transition programs to facilitate the nurses cultural 
understanding when they work in Arab and Islamic countries or communities are 
required. The researchers contend that the lack of culture knowledge lead to culture 
shock among the participants (Al Yateem 2015). 
Cultural values as an influence on the nursing care delivery process was also 
highlighted in Tirgari’s et al., (2013) study. Interviews were conducted with 11 nurses 
to determine how understanding the patients’ cultural impact can improve the spiritual 
care nurses can provide to patients. A phenomenological approach was used in this 
research study. The study found that patient’s cultural beliefs could influence levels of 
anxiety and physical pain experienced by the patient. Emphasising that assessment of 
cultural beliefs and values of patients’ culture could improve the overall quality of 
care provided (Tirgari et al., 2013). A nurse’s ability to understand the cultural values 
of their patients helps nurses to improve the quality of nursing care provided to the 
patients. Nurses’ attentive listening, in order to understand a patient’s cultural values, 
is an important part in providing spiritual care to the patients. 
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Zeilani and Seymour (2012) investigated 16 women in Jordan to explore their 
experiences about their body changes during a critical care illness. A longitudinal 
narrative approach was used in this research study. The results show that the 
Jordanian women had a sense of paralysis, shame and burden, because their role 
within the family had been changed from caring for family members to becoming a 
care recipient from the family members. The woman’s role in Arab culture is as the 
supporter of family members at all times. Cultural values shape and influence 
women’s roles in Arabic and Islamic culture. Zeilani and Seymour’s (2012) study of 
women’s health in Jordon found, women’s health was reflective of cultural norms and 
the Islamic religion. For example, the participants in the study were accepting of 
nursing care provided by a male nurse at the time of illness, but preferred to have a 
female nurse to deliver that care. Male nurses in this situation were able to apply an 
appropriate process of care delivery to their patients whilst considering their gender. 
A study conducted by Rambod and Rafii (2010), used the Ferrans and Power Quality 
of Life Index to describe the relationship between perceived social support and 
perceived quality of life as well as the social and economical status of patients and 
their overall quality of life. The study was conducted by surveying 202 hemodialysis 
patients in one hospital, with the results showing a positive correlation between 
socioeconomic status and the overall quality of life patients have. The financial status 
of the patient influences their lifestyle and a higher income may improve the quality 
of life for the patients. Any improvement in the quality of a patient’s life will have a 
direct impact on health status. 
Several authors (Vydelingum, 2000; Liou &Cheng 2011; Aghamohammadi-Kalkhora 
et al., 2012) have used the phenomenological research approach to explore and 
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investigate the phenomenon of a patient’s culture and how it influences the care 
delivery process. For example, Vydelingum, (2000) interviewed two different groups 
of participants, which included ten patients and six health care professionals. The use 
of translators between the researcher and participants can affect the results, because 
the translators would interpret rather than translate. Vydelingum used the guidance of 
the interpreter but the translations the interpreter used to explain the researcher’s or 
the participants’ ideas may be impacted by his own opinion or judgement. Despite the 
small sample size this study provided important insights to the participant’s 
experience. 
Several researchers have also examined the influence of cultural values on nursing 
care delivery processes using quantitative research designs (Al-Mutair et al., 2014a; 
Aldossary et al., 2013; Suliman et al., 2009;Marrone, 2005). For example, in the study 
conducted by Al-Mutair et al (2014a), the researchers used a survey to identify the 
needs of family members of patients admitted to an Intensive Care Unit in Saudi 
Arabia. The participants in this study were 176 family members and 497 Intensive 
health care providers using the Critical Care Family Needs Inventory (CCFNI), which 
had been modified to suite Saudi Arabian cultural and religious needs. The 
researchers highlighted the characteristic of each group which included age, gender, 
nationality and educational level. Family members ranked 31 needs (88.6%) as either 
important or very important and (11.4%) of the items ranked as slightly important, 
which included Culture and spiritual needs of patients and how these needs are dealt 
with by health care professionals. For health care providers the cultural and spiritual 
needs of the patients ranked as one of the most important needs for the patients in 
health care organisations. The cultural needs of the patients in the two participant 
groups were perceived as the third most important need of the patients in the hospital 
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where this study took place. The Al-Mutair et al. study highlighted the cultural needs 
and differences between Saudi Arabian families and Western families in respect of 
cultural and spiritual needs. 
Knowledge of patients’ cultural beliefs could help health care professionals to 
promote and improve the health condition of patients in a community or society. A 
study conducted by Aldossary et al., (2013) investigated health promotion activities in 
Saudi Arabia by surveying 614 nurses, 130 doctors and 322 patients. The three 
different participating groups in this research study used a self-reporting 
questionnaire. The results show patients and doctors were less confident than the 
nurses about the skills of health promotion and culture competence. Culture and 
communication were perceived as barriers for health care professionals to promote 
health care of patients. Change of management in health care systems in the hospital 
where the study took place could help nurses to understand patients’ cultural beliefs in 
order to promote their health. 
Poor knowledge of patient culture was found to be an important factor among 
participants in a study by Thomas et al., (2005). The researcher conducted a series of 
focus groups with 135 participants to describe some of the factors that act as barriers 
to effective uptake in breast and cervical cancer screening. The participants included 
African Caribbean, African, Pakistani, Greek and Arab women. The result shows that 
cultural beliefs and attitude effects their acceptance of the disease and differs between 
nation of origin. For example participants will use the term (the thing) instead of 
cancer to make it more acceptable within their family. The researchers selected the 
participants from those attending a small clinic which could potentially identify them 
from a small population and lead to biased results.  
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Duffy, Jackson, Schim, Ronis, and Fowler, (2006) conducted a series of focus groups 
with a total of 73 participants from different races and religions, such as Arab 
Muslim, Arab Christian, Hispanic, black and white, to better understand the process 
of end of life care among the participants. The results show Arab participants classify 
themselves as very religious compared with other participant groups. The culture and 
religion of Arab participants was the main factor that influenced their end of life care 
and connected them to each other. The researcher in this study used English to 
communicate with the participants, hence only English speaking participants could 
participate limits the application of the findings. Additionally, other ethnic groups 
were not included in the study further limiting the conclusions application. 
Lack of culture appreciation among health care professionals was found as a factor 
influencing communication between health care professionals and patients in a study 
conducted by Tsianakasa and Liamputtong, (2002). In Tsianakasa and Liamputtong’s 
study the researcher conducted interviews with 15 Muslim women to examine 
satisfaction patients have with care and service provided to them by health care 
professionals and what can be done to improve ante-natal care to Muslim women in 
Australia. The women in the study were Muslim and non English speakers which 
could have implications for service provided in the area where the study was 
conducted. The researchers identified that the women in the study perceive and 
experience care during pregnancy differently, both within and between ethnic and 
religious groups. Looking beyond stereotypical ideas of the ethnic and religious 
groups may extend the view of how culture influences the practice of health care 
professionals. 
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Culture diversity in the health care delivery process was investigated by Almutairi, 
McCarthy and Gardner, (2015). The researchers conducted interviews with 24 non-
Saudi nurses working in hospitals in Saudi Arabia to understand how cultural 
diversity can be effectively managed in a multicultural environment. The results of 
the study show that nurses working in culturally diverse environments struggled with 
the notion of cultural competence. Saudi Arabian culture dominates and influences 
the expectations of nurses from other cultures. Interviewing Saudi nurses and 
comparing their answers with the expatriate nurses participating in the research may 
highlight differences in cultural competency in Saudi Arabia.  Conducting the study in 
more diverse regions where health professional may experience patients with different 
cultural values may influence a wider view of culture competence in Saudi Arabia. 
The researcher used Campinha-Bacote’s model; howeverethis  was found to be not 
comprehensive enough to identify all nurses’ experience in the environment where the 
study was conducted. 
Almutairi, Gardner and McCarthy (2014), used multiple methods of data collection in 
order to understand the event under investigation. Pattern-matching techniques were 
used to investigate the influence of culture diversity in a multicultural nursing 
workforce on quality and safety of patients’ care. The researchers also used case study 
models to investigate the phenomenon of care in tertiary hospitals in Saudi Arabia. 
The results of the study shows that the nature of multicultural nursing environments in 
health care organisations is complicated by clinical, personal and professional 
influences which may in turn have profound consequences for nurses, patients and 
their family’s safety. The study found that different cultural beliefs, behaviours and 
language cause conflict, and the study concluded this may lead to implicit or explicit 
discrimination and racism that affects individual institutional levels. Competence 
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based models focus on patient outcomes and aims to provide sensitive and effective 
care that provides and maintains patients’ rights during the interactions with them. 
The researchers had difficulty in identifying common themes from the diverse care 
studies.  
 
Family and kinship factors 
Family members’ involvement in health care services has been researched by 
investigating family needs of patients admitted into intensive care units. Since the 
Molter, (1979) seminal study, family needs and kinship involvement in health care 
processes has been examined by many researchers (Al-Mutair et al., 2014a; Al-
Mutair, Plummer, Clerehan, & O'Brien, 2014b; Borhani, Hosseini, & Abbaszadeh 
2014; Tirgari, Manesh, Cheraghi & Arefi, 2013;Yousefi, Abedi, Yarmohammadian & 
Elliott, 2009). These researchers have investigated nurses, patients, family members 
and other health care professionals in order to highlight the family needs of patients in 
hospital, and the involvement of patients’ families in the health care process. These 
studies indicate the importance of family members by way of improving the quality of 
health care services provided to patients. 
Involvement of family members in the care delivery process in Intensive Care Units 
was reported in a study conducted by Borhani et al., (2014) exploring intensive care 
nurses’ perspective of the end of life care in hospital. The researchers conducted an 
interview with 12 nurses working in intensive care units. Nurses highlighted how 
family members’ involvement in the care process improved the quality of the services 
they provided to patients. The longer patients stay in the unit increased the chance of 
involvement of patient’s family members with the nurses. In the study, nurses were 
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able to build a relationship with a patient and their family, which developed to an 
empathic relationship.  
Another study conducted by Khalaf, Westergren, Ekblom, Al-Hazzaa and Berggren, 
(2014) explored nurses’ views and experience of caring for malnourished patients in 
Saudi Arabia. The researchers used a qualitative design and interviewed 15 nurses. 
The researchers found acknowledging the patient’s sitter or Mourafiq, (in Saudi 
Arabia is a relative of the patient) is considered as a potential resource for the nurses 
in hospital. The presence of a patient’s sitter is helpful to the nurses because they 
offer support and care to the patients all the time. The nurses could improve their care 
to patients by employing family members attending patients during their time in 
hospital to improve the quality of health care nurses provide. 
Miller and Petro-Nustas, (2002) used Leininger’s sunrise model to document, 
describe and analyse diverse and universal care for Jordanian women). Researchers 
observed and interviewed 15 women from two cities and three villages in Jordan. 
Miller and Petro-Nustas used Leininger’s theory of culture care diversity and 
universality and ethnonursing research method. The researchers identified five 
themes. One of these themes is care for family honor. The study identified the 
responsibilities women have toward their family. Family honor becomes an essential 
part of women’s life through respectful behaviour as a young adult. Here the role of 
family in women’s lives is clear, where any action or decision women plan to take 
needs to be within the values of family. This includes health care services where the 
women need to involve family members in decisions relating to health care 
procedures. Understanding the importance of family life for Muslim women has a 
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critical impact on development and improvement of health care services. A limitation 
of this study is it was conducted in only one Arabic speaking country.  
Leininger ‘sunrise model was used as a theoretical framework for a case study 
analysis by Lawrence and Rozmus, (2001). Researchers aimed to highlight the major 
Islamic beliefs in Islam by studying the case of one Muslim patient admitted to a 
cardiology unit in a hospital in the United States. Relatives of the patient in the case 
study showed concern for their family member in hospital by visiting during their 
hospitalisation time.  The authors suggested this provides spiritual and emotional 
support to the patient. Although Leininger’s model is complex it can be used by 
nursing researchers to explore the culture, religion and many more aspects of peoples 
lives, from any background or race. In these two studies the model was used as a 
theoretical framework. To make these studies more applicable to a wider population 
they could have increased the number of case studies using different racial or 
religious groups. 
In Al-Mutair et al., (2014b) study, researchers interviewed 12 family members to 
identify the perceived needs of Saudi families of patients in Intensive Care Units, in 
relation to culture and religion. Results show that family members needed to be 
reassured that the best care services were provided to their sick person in hospital and 
required full support by health care professionals during hospitalisation. However , 
the care of and concern for family members admitted to critical care areas would not 
be unique to Saudi Arabia. The participants of the study were limited to family 
members of patients admitted to ICU, and who visited the patient during the time of 
data collection. The relatives who did not visit patients during hospitalisation may 
have different experiences, which may provide some further valuable insights. 
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Banning, Hafeez, Faisal, Hassan, and Zafar, (2009) conducted an interview with 30 
cancer patients in Pakistan and examined the experience and coping strategies patients 
with breast cancer used, and how it impacted their physical, mental health, religion, 
and upon their family. They found family has a large impact on a patient’s outcome, 
as essential coping strategies to overcome some of their spiritual and emotional 
difficulties during their sicknesses can be provided by the family.  
Another study was conducted by Tirgari et al., (2013) into the involvement of family 
members in health care services using a phenomenological approach to study the 
phenomena of culture in the hospital. The sample included all nurses working in three 
major Iranian hospitals as potential participants for the research study. The 
researchers found that nurses believed family members provided clear information to 
health care professionals about the real condition of patients. The study identified that 
family involvement assisted in the development of relationships between the family 
and health care professionals. Sampling in this phenomenological study typically used 
a small number of participants (N= 11) so the findings have to be considered with 
caution. 
While in Yousefi et al’s., (2009) study the researchers used a phenomenological 
approach to explore the comfort experience of patients during their admission to 
medical and surgical wards. The researchers interviewed 22 participants (16 inpatients 
and six nurses). The interviews revealed how presence of family is important to the 
patients during their hospitalisation. For example, one of the participants said “I like 
that my son is beside me….he is strength for my heart”. The strong relationship 
between patients and their family members is one of the central cultural values for the 
patients in the area where the study was conducted. 
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Family members were also accessed by the nurses in hospital as information 
resources about the patient. Nurses were able to ask some family members questions 
about patients with chronic conditions and what is the best way to achieve patient’s 
cultural needs. The Yousefi et al., (2009) study has some limitations which include 
focusing on a specific group of patients in medical and surgical wards, and the 
hermeneutic phenomenological approach of the study which may influence the 
transferability of the study findings. 
Rambod and Rafi (2010) found involvement of family members in health care 
services could improve over all quality of life for patients. In this study results show a 
positive correlation between family member involvement in health care and the 
quality of life patients have. The findings of the study shows the participants were 
more satisfied with their family member’s involvement with health care services, 
which improves overall quality of patients’ life. Al-Mutair et al., (2014a) also 
identified the positive impact of family members on the quality of health care to the 
patients. Al-Mutair et al., used a survey of 176 family members and 497 Intensive 
Health Care providers to identify the needs of families of adult Intensive Care Unit 
(ICU) patients admitted in Saudi Arabian hospitals. They found that family members 
and health care professionals ranked assurance, information, culture and spiritual 
needs of the patients as the most important requirements of the patients in ICU. There 
was statistical significance difference between family members and health care 
professionals rankings.  
Family members provide valuable information for the health care professionals about 
the needs of patients in hospital, which can be used by the nurses to improve the 
quality of health care (Gebara & Tashjian, 2006). The Gebara and Tashjian (2006) 
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(two case study) highlighted the needs of the patients family as part of health care 
services improvement. The use of non probability convenience sampling with 
patients’ families in the study, limits the generalisability of the study results. Not 
including other health care professionals such as medical staff and allied health care 
professionals in ICU, in the study could effect the findings.  
Presence of family members or kin does not improve patient’s satisfaction about the 
service provided to them by health care professionals. Al-Asmary, Al-Shehri, Al-
Omari, Farahat and Al-Otaibi, (2010) investigated the pattern of patient’s sitter use 
and assessed their impact on quality of services provided by health care professionals 
in hospital. The sample consisted of 125 patients or patient’s kin and 213 health care 
professionals, including physicians and nurses who completed a questionnaire. Post 
multivariate regression analysis found that the presence of a patient’s sitters is not 
statistically significant in determining patient’s satisfaction for older patients. A 
majority (67.4%) of the patient’s sitters in the study reported they spent less than four 
hours per day providing direct care to their patients. The pattern and use of patient 
sitters in Saudi Arabia, where the study was conducted, is different from western 
countries and thus the findings may not be applicable outside Saudi Arabia. Further 
studies identifying the role of a patient’s sitter with health care organisations outside 
Saudi Arabia may reveal country specific differences. 
Presence of family members can be beneficial to the patients, but may have a negative 
impact and affect the performance of health care providers. Al-Mutair, Plummer and 
Copnell, (2012) used a survey to collect information from 132 nurses working in 
Saudi Arabian hospitals to identify the attitudes of nurses towards family presence 
during resuscitation in the Muslim community. More than three quarters  (77.2%) of 
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the participants agreed that family members presence during resuscitation is 
considered as a traumatic experience to them. Most (92.3%) of the participants 
disagreed with allowing family members to be there during such processes in critical 
care units. In the same study, 65% of the participants believed the presence of family 
members during resuscitation could have a negative impact on nursing performance, 
which may lead to stress among nurses (Hoye & Severinsson, 2008). Additionally, the 
presence of family members could negatively affect the nurses’ feelings when 
providing care to patients from a different culture or background. 
Festini, Focardi, Bisogni, Mannini and Neri, (2009) surveyed 129 European nurses to 
estimate the problems perceived by nurses working in Italian hospitals with culturally 
diverse patient populations. The results show almost half of the participants felt 
embarrassed when providing care to foreign patients or children in hospital. This was 
due to language and cultural differences between patients and nurses. The nurses 
could not understand their patient’s nutrition and personal hygiene needs.  
The presence of family members may influence the quality of health care provided to 
patients in hospital. The knowledge nurses and other health care professionals have 
about the impact of family members on the health care delivery process could 
improve the quality of service provided. In the Al-Mutair et al., (2012) study the 
survey used may not have covered all the issues related to the family members being 
present during resuscitation. Additionally, the nationality and religion of the 
participants was not clear in the study. Examining religion and nationality and the 
impact of family members being present during critical conditions of patients on 
health care professionals and the health care delivery process could highlight 
important information. 
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Religious and spiritual factors 
With the increase of religious diversity, in healthcare understanding religious values 
and spiritual beliefs of patients in health care organisations may improve the quality 
of health care services (Berry, Bass, Forawi, Neuman & Abdallah, 2011). For 
example, religion in an Islamic context influences and guides peoples’ lives. Spiritual 
care is an essential part of holistic care, which requires nurses and other health care 
professionals to adapt their practice to improve the quality of health care services 
provided in hospital (Markani, Yaghmaei, & Fard, 2013). The influence of religion on 
patient care requires nurses’ to adapt their care based on the religious practices of 
their patients and to provide culturally sensitive nursing care. In a study conducted by 
Omu and Reynolds (2014), the impact of religion on patient care was explored. The 
researchers conducted an interview with five Nurses, four Physiotherapists and one 
Physician in Kuwait. The participants emphasised the positive influence of religion on 
patients’ wellbeing, regardless of their religion. The patients have strength, hope, self-
confidence and mastery with their sense of partnership. Another study by Cheraghi, 
Manookian and Nasrabadi, (2014) aimed to identify common experiences of Iranian 
Muslim and Armenian Christian patients regarding dignified care at the bedside. 
Researchers conducted semi-structured interviews of ten participants (five Muslim 
and five Christian). Both Muslim and Christian patients mentioned that providing care 
to patients required health care professionals to be aware of patient’s values, beliefs, 
customs, expectations, preferences, habit and lifestyle. Understanding these needs by 
health care professionals allow them to provide the religious and spiritual care 
required to the patients (Cheraghi et al., 2014) Conducting the study in a different 
culture would provide wider understanding of religious and spiritual care and be able 
to address the gap in knowledge on this topic. 
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Importance and influence of religion for Saudi Arabian people was shown in a study 
conducted by Van Rooyen, Telford-Smith and Strumpher, (2010). The aim of the 
study was to describe and reflect on the lived experiences of South African nurses 
residing and working in Saudi Arabia. The researchers identified subthemes 
highlighting the religious and spiritual experience participants have. For example, 
participants mentioned the holy month of Ramadan (the fasting month for Muslims) 
and how while working in Saudi Arabia Christian nurses were also not allowed to eat 
or drink in public places. The participants felt this was unfair and discriminatory. At 
the same time participants talked about the prayers in Saudi Arabia where the Muslim 
staff will leave their units and position to go for prayer. Muslim staff leaving the units 
increases the responsibilities on non-Muslim nurses, which impacts on health care 
provided to patients. 
Valizadeh, Tazakori, Mohammadi, Hassankhani and Fooladi, (2012) examined how 
nursing students in Iran experience spiritual care, showing that religious beliefs about 
humanity, nursing and care were the themes that emerged from participants 
statements. The researchers interviewed 18 nurses working in hospitals in Iran. The 
participants in the study believe that by caring for sick patients they will receive 
rewards from God. The participants linked their Islamic beliefs and nursing 
knowledge; the religious belief that they were required to provide care to others 
influenced their care for the patients. The study was conducted in Iran, which 
primarily follows the shi’a branch of Islamic religion. Followers of the shi’a branch of 
Islam represent approximately 10-15% of Muslim followers in the world, while 85-
90% of Muslims in the world follow the Sunni branch of Islam (Wehbe-Alamah, 
2008). Considering the different branches of Islam may help to understand the 
influence of Islamic religion on people’s life. Concepts of holism and spiritualism are 
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the main beliefs of the Islamic religion, which enables the assembly of the framework 
of spiritual care provided by Muslim carers (Valizadeh et al., 2012). Thus religion has 
a significant impact on care delivery in Islamic countries. 
Religious influence on health care delivery was examined by Al-Awamer and 
Downar, (2014) who explored the differences between Muslim Middle Eastern 
(MME) countries and Western countries toward developing palliative care services. 
The researchers conducted 13 semi-structured interviews with physicians in six 
different MME countries. They found a strong impact of religion on the medical 
decisions and illness experience. Participants believe that the strong connection 
patients have with religion could support and help patients to cope or overcome their 
illness. Al-Awamer and Downar concluded that due to their religious beliefs and lack 
of knowledge of palliative care many people in MME countries, may not accept 
palliative care easily when compared with Western populations.  Although Al-
Awamer & Downar’s findings may be limited due to the snowball sampling technique 
which could lead to selection of participants liking the palliative care services or 
having more knowledge, their findings supported the conclusions of an earlier study 
into religion and healthcare by Duffy et al., (2006). Alternative sampling techniques 
such as selecting participants from patients or family members could show different 
beliefs or views, discovering the gap of knowledge about care delivery. 
Spiritual care and its influence on the quality of health care has been identified by 
Markani, Yaghmaei, and Fard (2013), the researchers interviewed 24 nurses from 12 
different hospitals, exploring their spiritual care experience with patients. The main 
theme extracted from the interviews was the influence of the Islamic religion in the 
area where the study was conducted. The religious theme included patients’ practice 
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of Islamic religion such as prayer, fasting and reading the holy book of Quran. Nurses 
who understand the importance of religious practice by Muslim patients and nurses is 
essential for care service delivery. Islamic religion in Islamic society leads to spiritual 
care when health care professionals give attention to a patient’s religious values in 
order to provide competent care. 
Various studies have shown that religion is an important part of spiritual care nurses 
provide to the patients in hospitals (Lang, Poon, Kamala, Ang & Mordiffi, 2006; 
Mebrouk, 2008; Nabolsi & Carson, 2011; Peterson, Nayda & Hill, 2012; Tirgari et al., 
2013;Yousefi et al., 2009). For example, Tirgari et al., (2013) phenomenological 
study found that treating patients while considering their religion is part of the 
spiritual care nurses can provide to their patients. The religious beliefs patients have 
gave meaning to the patient’s life. Experience of spiritual care for patients was also 
explored by Nabolsi and Carson (2011). The researchers interviewed 19 male patients 
from a coronary care unit in a Jordanian hospital. Four themes emerged from the 
interviews. The faith of the participants facilitated their ability to accept the sickness 
and influenced their acceptance of the illness. They sought medical treatments which 
did not conflict with their Islamic faith and their Islamic religious beliefs shaped their 
understanding of illness, suffering and dying as part of life. Nabolsi and Carson found 
Spirituality enhances patients’ inner strength, hope, and acceptance of self 
responsibility in caring about their new health condition. In addition, spirituality 
helped the participants find the meaning and purpose to their life. Patients’ faith plays 
a big role in making patients healthier or not healthy by accepting or rejecting their 
medical condition (Nabolsi & Carson, 2011). Religious practice is essential in Muslim 
life especially during illness. For example, fasting is part of Muslim life during the 
month of fasting (Ramadan). In that month Muslims are required to fast from dawn to 
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sunset. Peterson et al., (2012), explored the experience of patients with diabetes and 
fasting during the Ramadan. They found that the Muslim practice of fasting during 
Ramadan influences their health and causes them to compare their health condition 
during fasting and non fasting times. All participants in the study were worried about 
monitoring their blood sugar during fasting, and the potential of the disease to impact 
on their ability to fast during Ramadan. The desire to fast among Muslim patients 
increases the need for nurses to understand the fasting practice Muslims may have. 
Health care professionals such as nurses may help patients to understand the 
mechanism of Insulin and the level of blood sugar in order to facilitate the process of 
controlling blood sugar levels during period of fasting. 
Lack of knowledge and information about Islam and Muslim practices can have a 
negative impact on the quality of health care services provided (Peterson et al., 2012). 
A study conducted by Simpson and Carter, (2008) demonstrated how lack of 
knowledge about a patient’s religion by health care professionals may decrease a 
patient’s satisfaction about the health care services. The researchers used a 
phenomenological approach to interview seven Muslim women in a rural area of the 
United States to understand their experience about the health care services provided to 
them. The results show that women emphasised how their religion forced and directed 
them to interact with health care service providers. The participants defined male to 
female interaction as a religious issue impacting their health and their access to health 
care facilities. All participants in the study preferred to be seen or examined by female 
health care professionals, even though male health care professional are accepted in 
some circumstances.  
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Nurses can be a valuable source of spiritual care to patients in hospital. For example, 
Lang et al., (2006) used a phenomenology approach to explore the life experience of 
patients receiving spiritual care in hospital. Researchers interviewed ten patients 
admitted to different wards and units in the hospital. The participants in the study 
highlighted that the spiritual care concept was ignored among the patients and they 
linked spiritual care with self, God, religion and emotional needs, and nurses were 
identified as spiritual care providers. The ability of nurses to provide spiritual care  
may lead to an improvement in the quality of care. The study was conducted in a 
Western country and English speaking patients were interviewed, which may lead to 
bias as patients who were not English language speakers or could not understand 
English were not included in the sample. Recruiting patients from alternative ethnic 
groups or societies may have resulted in a more applicable study result for other 
countries. 
Religious and spiritual care has been highlighted in many studies which identify 
patients’ religion as a main factor that influences the health condition (Bahar et al., 
2005; Grech, 2008; Lampley, Little, Beck-Littlev & Xu, 2008; Rambod & Rafii, 
2010). The Iranian study by Rambod and Rafii, (2010) described the relationship 
between the quality of life and perceived social support of patients (N = 202). The 
study found a significant relationship between perceived social support and 
psychological and spiritual domains (r= .63, p < .05). Increase in social support 
improved the spiritual health of the patients, which empowers patient’s health. 
Bahar et al., (2005) identified how religion and traditional practice in Islamic societies 
influence patients’ health.They investigated the effect of Islam on women’s health, 
including pregnancy and delivery. The researchers surveyed 138 Muslim women. The 
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results indicated that 58% of the participants highlighted their religious practice, such 
as ritual ablution, praying and worshiping God, as their priority. There was 
statistically significant association between participants who maintained religious and 
traditional practices and geographic location.  
In another study (Lampley et al., 2008), the researchers conducted a survey and 
interviewed 66 registered nurses of different age, gender, ethnicity, educational 
background and experience. The result identified that patients’ religion and ritual 
affected the participant’s overall health care experience. The nurses were required to 
adapt their practice to facilitate the integration of the patients religious practices into 
care delivery. While another study by Grech, (2008) used a survey to examine the 
relationship between critical care nurse’s attitudes, subjective norms perceived 
behaviour control and their interest in providing cultural congruent care to Arab 
Muslim patients. The results show that there is a positive relationship between high 
attitude scores towards Moslem people, obtained on a cultural attitude scale, and 
willingness to provide culturally sensitive care. These results suggest that nurses with 
a positive attitude toward Arab Muslim patients would be more prepared to provide 
culturally sensitive care to Arab and Muslim patients. Grech, used a very long self 
reporting scale with 155 items, which may have a negative influence on the 
participants’ willingness to pay attention and provide answers during the data 
collection process. 
Muslim’s follow their Islamic values and cultural customs wherever they live. Islam, 
as mentioned earlier, is a way of life for Muslims, which influences their well-being 
and health. Atkinson, (2015) used an ethnographical approach which was guided by 
Leininger’s ethnonursing design to explore the perception among Muslim nurses 
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practicing in Kuwait of how Islamic values influenced their nursing practice. The 
researcher interviewed 18 nurses, male and female, from five different countries. The 
results show that Islamic nurses demonstrate altruistic values when working with 
other nurses where they try to help each other during their duty, which develops a 
professional kinship that reflects nurses’ culture, religion and nationality. In addition, 
the results show that nurses believe that Islamic teachings improve and promote 
health. The study may have some limitations as the researcher was not speaking the 
same language or may not have been truly immersed in the culture where the study 
was conducted. Some of the nuances of the conversations may be lost between the 
researcher and the participants due to not understanding the culture of the participants. 
Also, the sample may have been biased due to the process of recruitment of 
participants being based on selection by the Nursing office (management), which may 
have led to bias or undue influence on participants. 
Lawrence and Rozmus (2001) also used Leininger’s sunrise model in their case study 
of one patient from Pakistan admitted to a cardiology unit in Memorial Hospital in the 
United States. The results indicate the influence of religious practice on recovering for 
Moslem patients during illness. Family members or patients’ friends helped the 
patients to perform religious practices, such as prayer and ablutions. When there was 
no-one there to help the patient to do such practices, the patient asked the nurses to 
help with prayer and other religious practices. 
Providing culturally sensitive care to patients improves the quality of life for patients 
(Wicher, 2013). Witcher (2013) used a grounded theory approach to collect 
information from families of African American patients admitted to US hospitals 
regarding the consequences and outcomes of the use of hospital service during end of 
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life decision making. The number of participants and the location where the study was 
conducted is not included. The researcher collected information from African 
Americans only, no other race was mentioned, which may impact upon the 
applicability of the results. 
 
Educational factors 
The educational level of nurses and healthcare professionals has an influence on 
cultural competency and knowledge. Nursing educational levels and educational 
experience have been examined to evaluate a nurse’s ability to adopt culturally 
competent care for their patients. Many studies have examined the effects of 
education levels on cultural knowledge and competence in healthcare services (Bernal 
& Froman, 1993; Borhani et al., 2014; Brathwaite, 2006; Mahabeer, 2009; 
McDermott-Levy, 2011, 2013; Schim et al., 2006). Nurses in these studies 
demonstrated that the educational level has an influence on the level of cultural 
competence they have. A higher level of education and cultural training was found to 
improve the level of cultural awareness, knowledge, sensitivity and competency 
among them (Mareno & Hart, 2014). A study by Mareno and Hart, (2014) measuring 
cultural competency among undergraduate and postgraduate nurses, nurses with 
undergraduate degrees scored lower than nurses with higher qualifications on cultural 
knowledge. At the same time, the cultural awareness, skills, and comfort nurses 
provide when delivering care doesn’t change when comparing undergraduate and 
graduate nurses. Higher levels of education have a small but positive effect on 
cultural knowledge and competency (Brathwaite, 2006; Mareno & Hart, 2014). 
Nurses with lower educational levels have reported slightly lower levels of cultural 
awareness, knowledge, skills, and comfort with patients than their higher educational 
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level nurses (Mareno & Hart, 2014). Schim et al., (2006) also reported associations 
between higher education level nurses and cultural awareness, cultural sensitivity and 
cultural competence. Some authors have suggested, cultural competency can be 
achieved by employing partnerships between patients and their family, and a formal 
education program needs to be provided, such as in a University. As well as 
developing and implementing policies and regulations that accommodate patients’ 
culture within the region a hospital should adapt its services and polices to improve 
cultural competency (Cioffi, 2005). Nurses require more training and provisions in 
hospital to enhance the cultural competency patient experience (Schim, et al., 2006). 
Culture competency is essential in healthcare services, and should become an 
essential element in undergraduate and postgraduate nursing programs in educational 
institutions. Such institutional requirements would ensure that undergraduate and 
postgraduate nurses are able to provide culturally competent nursing care to the 
patients they will work with in the future (Mareno & Hart, 2014). Nursing education 
should not be limited to official education in the institutes or university, but also 
fosterd with development of lifelong learning skills to equip nurses to maintain and 
develop further skills during their career. Training programs may include a focus on 
cultural competency based on the organisational needs and location (Law & Muir, 
2006). 
Effective nursing educational programs on cultural competency have been reported by 
nursing researchers (Brathwaite, 2006; Mahabeer, 2009; Schim et al., 2006; Mareno 
& Hart, 2014). Brathwaite’s study examined the effectiveness of an instructional 
course on nurses’ levels of cultural competence. The course was designed for the 
nurses from the model of cultural competence by Campinha-Bacote (1999). 
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Brathwaite reported an increase in the nurses’ levels of cultural competence with 
44.2% being classified as culturally proficient following the intervention. 
Transcultural nursing education may have some influence on improving nursing care 
services provided to patients. For example, a study was conducted in Sweden (Gebru 
& Willman, 2010) to evaluate nursing student (N = 92) perceptions about promoting 
culturally congruent nursing care after a three years undergraduate program. The 
study used a questionnaire at the start and end of the undergraduate program. A 
content analysis identified four student approaches to dealing with cultural diversity: 
An inviting attitude, a non-inviting attitude, a knowledge driven attitude and a non-
knowledge driven attitude. The students were able to find different strategies or 
approaches to work with patients and families. The study found that nursing students 
became increasingly disatisfied as they encountered more difficult situations where 
they were unable to find an easy solution that could influence their relationship with 
patients. The nursing students were able to describe how they found it important to 
base nursing action on patient’s knowledge. The nursing students initialy indicated 
that they did not consider knowledge to be the foundation of their action as nurses 
when caring for patients. However, the study found that incorporating Leininger’s 
theoretical model into the curriculum did make overall change in nurse’s attitudes to 
cultural care (Gebru & Willman, 2010). This study shows the importance of education 
to nursing in general but more specifically to cultural care education. When offering 
new concepts to novice nurses, change can occur in attitudes if the curriculum 
provides information relevant to care delivery. 
Bernal and Froman (1993) examined the influence of culture self efficacy on 
community health nurses. They found a significant relationship between the 
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perception of efficacy and other variables, such as education. Mesler (2014) evaluated 
the cultural competence of bachelor degree nursing students by comparing three 
different nursing programs, the first program had integrated cultural content, the 
second program required a non-nursing culture course, and the last one was a program 
with a nursing culture course. The study indicated the nursing students studying a 
nursing culture course program achieved a higher level of cultural competence 
compared with the other students in the other two courses. Peek and Park (2013) 
examined the effects of a multicultural education program on knowledge, empathy, 
self efficacy and skills nursing students have in cultural competence. The results 
showed that multicultural education improves and increases the level of cultural 
competence and self-efficacy among the nursing students who participated in this 
study. However, these studies show the nursing students with cultural competency 
skills and knowledge will be competent and confident enough to provide culturally 
competent care to patients in different cultures or societies. Confidence to care for 
culturally diverse patients will improve when nurses have more knowledge and skills 
of culture and transcultural nursing care through continuing education courses. 
Improving nursing education program curriculum and levels to include transcultural 
knowledge and culture skills helps nurses to understand needs and be flexible in care 
provided. 
Many nurses from developing countries prefer to study nursing in western countries 
due to the quality of nursing programs (McDermott-Levy, 2011, 2013). According to 
McDermott-Levy the experience of living in foreign countries may help nursing 
students to improve, change and develop the way they look at their own culture. 
McDermott-Levy (2011), interviewed 12 Omani nursing students returned from the 
United States after they finished their studies. The opportunities the nurses had while 
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studying in the United States included their ability to adjust to life in a host country, 
which allows them to evaluate their culture and look from a different perspective to 
their cultural values and beliefs when they returned back to their home country. 	  
Nationality 
Nursing shortage has become a problem for many countries, such as the United 
States, England, Australia and Saudi Arabia (Liou & Chang, 2011; Loftin et al., 
2013). Expatriate nurses are recruited to work in health care organisations in many 
countries (Liou & Chang, 2011). Expatriate nurses in any country bring their different 
cultural values, beliefs, customs, behaviours and attitudes with them, that may differ 
from their patients, employers and colleagues (Almutairi, Carthy & Gardner, 2015). 
The challenge facing expatriate nurses is to provide care to culturally diverse patients. 
In Saudi Arabia for example, many expatriate nurses were employed in Saudi 
hospitals without Arabic language skills that may facilitate the process of 
patient/nurse communication. Misunderstanding can occur between nurses and 
patients due to the differences in interpretation of the language (Almutairi et al., 
2015). Moreover, cultural customs can also be misunderstood between patients and 
nurses (Halligan, 2006). Cultural customs and language difficulties between patients 
and nurses, and between health care teams, can affect nurses’ abilities to provide 
competent care to their patients and their family (Cioffi, 2005). Management of 
cultural diversity in health care organisations may influence the quality of health care 
services provided in the organisation (Almutairi et al., 2015). 
 
In order to evaluate the level of cultural care to patients, Marrone’s (2008) survey 
study investigated the relationships of attitudes, perceived behavioural control, and 
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intentions of critical care nurses to provide culturally congruent care to Arab Muslims 
in the United States. The participants were working as nurses (N = 208) in the United 
States and originating from various racial and religious backgrounds. There were 
significant relationships between critical care nurses behavioral beliefs, normative 
beliefs, control beliefs, intentions, and their demographic profile. Almutairi et al., 
(2015) later explored the understanding of cultural competence of non Saudi Arabian 
nurses (N = 24) working in one hospital in Saudi Arabia. Nurses struggled to 
understand cultural competence expectations and the Saudi Arabian culture. The 
barriers to providing competent care were inadequate educational preparation, limited 
Arabic language skills, and the need to ask third parties to deliver health care 
messages to patients. Improving competence among nurses was linked to improving 
care along with an appreciation of the value nurses have about another’s culture, and a 
desire to learn more about patients’ cultural beliefs and values. Nurses appeared to 
unintentionally use their own cultural perspective to evaluate and judge Saudi Arabian 
patient behaviour and culture. Nurses weren’t recognising that their own culture was 
influencing the patients care delivery in the hospital when they provide care. Lack of 
awareness among nurses about the cultural values of patients was frustrating and 
discomforting for expatriate nurses in Saudi Arabia. 
 
Nursing care practice 
Nursing experience 
Expertise in the nursing profession requies an ability to adapt whilst connecting with 
their patients despite the language, time constraints, competing demands and lack of 
resources (Nailon, 2004). Nursing experience and its influence on the quality of 
service was explored by Borhani et al., (2014), who examined the perspective of the 
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nurses about end of life care for Muslim patients. They found with experience nurses 
were better able to provide end of life care for Muslim patients. As nurses become 
more expert in evaluating critical issues for patients they are more able to provide 
appropriate interventions for their patients. Nurses promote and improve the process 
of care to patients as long as they have extended practice in the nursing specialty 
field. Enhancement of practice in nursing was shown in the interviews conducted with 
seven Omani nurses by McDermott-Levy (2013), where the nurses were able to 
culturally readapt to their home countries upon returning after they spent some time in 
the West. The experienced nurses had revised their practice and they were able to see 
their culture from a different prospective. 
A study by Baker (2007) was conducted to understand cultural safety in social health 
with a Muslim community in Canada. Twenty six Muslim patients from the local 
community were interviewed  and the findings showed that participants’ experience 
had a sudden change from cultural safety to cultural risk after the terrorist attack in 
the United States. Nurses’ ability to understand patients’ cultural risk feelings may 
improve the service they provide to patients in order to make patients feel more 
secure in health care organisations and not be treated based on their religion. By 
developing cultural knowledge and an understanding how patients think about 
themselves nurses can better avoid misinterpretations of their actions with patients. 
The methodology used by Baker, (2007) was based on Meleis (1996) methods, in 
which proposed criteria for research among different cultural groups, was highlighted 
as a limitation of the study. Baker highlighted another limitation of the study included 
language, where the original scale was developed in the English language and the 
interview was conducted in French, then the results needed to be translated to English. 
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The process of translation from one language to another may lead to missing some of 
the valuable information due to the language translation process. 
The study by El-Jardali, Sheikh, Garcia, Jamal and Abdo (2014) was conducted in 
Saudi Arabia using a cross sectional research design to evaluate patients’ safety 
culture in the hospital. A total of 2572 questionnaires were completed by health care 
professionals (including nurses, physicians, pharmacists, laboratory staff and non-
clinical staff in the hospital) working in a large teaching hospital in Riyadh,. The 
results identified areas that required improvement, and compared the study results 
with findings from other countries such as the United States and Lebanon. Areas that 
required improvement included teamwork and greater collaboration between staff. 
Greater patient safety was also associated with increased nursing experience and 
education levels. The sample size was large and arose from a diverse profile of 
professional specialties including nurses. Therefor some of the results may not 
specifically apply to nursing. 
Nursing experience influences the quality of service provided to patients, which 
includes the use of technology in health care.  A study conducted by Eley, Fallon, 
Soar, Buikstra and Hegney, (2009) supported planning processes for health care using 
information technology by nurses in Australia. The researchers used a survey and the 
number of returned questionnaires was 3,680. The results shows that 71% of 
respondents believed that nurses’ experience with information technology has an 
influence on thier role in patient care and improves the quality of care they provided 
to their patients. Those respondents also indicated that technology increased patient 
safety in the work place. At the same time, 29 % of nurses who participated in the 
study indicated that computers have no role in patient care at any stage.  
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More experienced nurses in senior positions have a role in facilitating cultural 
competency in a multicultural care setting. To view the influence of nursing leaders 
on care a study was conducted by El Amouri and O'Neill, (2014) using a quantitative 
descriptive design to identify the kind of leadership style used by nursing leaders to 
facilitate cultural competence care in United Arab Emirates hospitals. The researchers 
used a questionnaire and 153 nursing leaders participated in the study. The results 
showed that nursing leaders used different styles of leadership, such as 
transformational and transactional leadership styles. The nurse leaders’ ability to 
facilitate cultural care is gained from their practice to choose the most compatible way 
to deal with staff nurses in order to facilitate a cultural competent care delivery 
process in their hospital.  More than half (61.9%) of the nurse leaders in the study had 
more than 5 years leadership experience. 	  
Part Three: Barriers Influencing Nursing Practice 
Part three provides a reflection of the literature concerning how communication 
barriers as well as language and cultural barriers impact on nursing practice.  
Consideration will also be made as to barriers that exist in Arab and other Islamic 
Health care systems. 
 
Communication 
Communication occurs with the transmission of verbal and non-verbal information 
between people (Charlton, Dearing, Berry & Johnson, 2008). Communication is 
essential for effective health care promotion where nurses cannot provide their 
physical care, emotional support, and exchange information with patients and their 
family (Fakhr-Movahedi, Salsali, Negharandeh & Rahnavard, 2011). Nurses need 
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effective communication skills in order to deliver care to patients. Effective 
communication between nurses and patients may help to reduce the anxiety patients 
and their family may have during the time they spend in hospital. Poor 
communication between health care professionals and nurses with patients may result 
in not understanding patients’ needs (Fakhr-Movahedi et al., 2011). Communication 
between patients and nurses is influenced by cultural, ethical, social, economical and 
technological factors (Hagerty & Patusky, 2003). And depends on the context in 
which care is delivered (O’Connell, 2008).  
Fakhr-Movahedi et al., (2011) conducted a qualitative study where the researcher 
interviewed eight nurses and nine patients in Iran, to explore the cultural and 
contextual factors influencing nurse/patient communication. The theme “A patient-
centered attitude in the shadow of mechanistic structure” was revealed from the 
interview, which included three subthemes. The subthemes were “communication as 
the essence of nursing care”, “reactive communication” and “difficulties of nurse-
patient communication”. The subtheme “Communication as the essence of nursing” 
consisted of two sub categories that included  “ nurses belief in communication with 
patients” and “trustful communication”. All nurses participating in the study 
considered that communication is an important aspect of nursing practice. Nurses 
strive to provide solutions to a patient’s problems, which develops a sense of trust 
between nurses and patients. Nurses who do not develop good communication skills 
will not be able to explore patients’ needs in order to improve the quality of care they 
provide to the patients. The attitude nurses have towards effective communication is 
an important aspect in nursing care. The Fakhr-Movahedi et al., (2011) study’s second 
subtheme was reactive communication, which included “structure of nursing practice” 
and “patients problem-based communication”. The study identified factors that may 
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influence nurse/patient communication, such as physician orders and administrative 
demands. The third subtheme is “difficulties of nurse-patient communication” such as 
patient problems, which includes physical problems, patient’s lack of knowledge 
about their disease and language differences between nurses and patients. The 
required routine nurses have during the health care delivery process, impacts upon the 
way nurses communicate with their patients. Nurse/patient communication is 
important in care delivery because of the structural and sociocultural factors in health 
care organisations (Fakhr-Movahedi et al., 2011). 
Nurses/patient’s communication is an important aspect to improve the quality of 
health care services provided in health care organisations (Bernard et al., 2006). 
Communication between patients and health care professionals help to understand 
patient’s problems which lead to reducing the cost of health care services, by making 
the right decision by health care providers according to the patients’ needs (Bernard et 
al., 2006). Communication and the way nurses and patients interact with each other 
influence patients’ satisfaction about health care services provided by nurses in 
hospital (Al-Doghaither, 2000). A study conducted by Al-Doghaither (2000), assessed 
the level of patient satisfaction with nurses and health care services provided to them 
in King Khalid hospital in Saudi Arabia. The researcher collected information from 
450 inpatients from different wards, using a structured interview questionnaire. The 
overall satisfaction score was 77%, where the highest satisfaction patients’ score was 
skillfulness of nurses and other health care professionals in the hospital, and the 
lowest score was for communication. The impact of communication on health care 
services influences patients’ satisfaction of health care provided in the hospital where 
the health care professionals are considered as skillful by their patients.  
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Communication was influenced by the cultural customs and language, which are 
considered as barriers between health care professionals and patients in the process of 
care delivery (Al-Doghaither, 2000). The Al-Doghaither study was conducted in an 
educational hospital in Saudi Arabia and participants were selected randomly from the 
inpatient population. Using participants from one hospital impacts upon the 
applicability of the study results to other settings. Involving participants from other 
hospitals, for example the Ministry of Health, Military and private hospitals would 
include nurses exposed to caring for different patients with different backgrounds and 
culture and this may improve the study results and avoid the bias that may occur using 
participants from one location. 
 
Language and cultural barriers 
In order to provide competent health care services to patients, health care 
professionals require understanding of patients’ religious values and cultural customs. 
Health care professionals are challenged by many issues that impact their ability to 
deliver care. The growth of minority groups and non-English speaking communities, 
for example in the United States, may impact the quality of health care services 
provided by the health care system (Almutairi, 2015). The relationship between health 
care professionals and patients relies on effective communication and interactions. 
Factors influencing communication include cultural differences, low health literacy, 
and language differences (Almutairi, 2015). Language differences become one of the 
most important factors that influence health care delivery (Bernard et al., 2006). 
Language barriers affect the quality of health care, increase costs and resource 
utilisation and contribute to stress amongst clinicians. For example a study conducted 
by Bernard et al., (2006) evaluated language barrier effects on health care 
	   	    
 
	  
76	  
	  
professionals. The researchers designed a survey tool to collect information from 61 
nurses and 36 physicians. The results show 95% of nurses reported that language 
barriers were an impediment to quality care and 88% of physicians reported the same.  
More nurses (97%) reported experiencing stress than physicians (78%). Nurses 
scoring higher stress scores than physicians may be due to nurses being required to 
communicate with patients for longer periods than physicians. Language barriers were 
clearly identified in the study as an impediment to the quality of health care delivery 
and a source of stress in the workplace. Also, language differences between health 
care professionals and patients were found as barriers to delivering quality health care 
services in a study conducted by Durham and Pollard, (2010). They explored 
Certified Nurses-Midwife experience of providing care, and to identify any challenges 
and recommendations that could be made for health care professionals to overcome 
the challenges. The researchers used a qualitative research method containing semi-
structured interviews with five Certified Nurses-Midwives caring for Hispanic women 
in Southeast North Carolina, United States. The results show that language was the 
most common barrier reported by the participants and the recommendation to 
overcome such barriers is the availability of an interpreter among health care 
professionals. The importance in providing culturally competent care to patients was 
highlighted in the study and an increase of strategy planning by health care providers 
about the care delivery process. 
Barriers are not limited to language and communication; it is extended to all levels of 
training to deliver specific care and educational training for health care professionals.  
A study conducted by Friedenberg, Levy, Ross and Evans, (2012) identified barriers 
to end of life care in intensive care units by levels of training, discipline and 
institution.  The researchers surveyed 82 residents, 200 medical students, 13 patients’ 
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families and 51 nurses about the possible barriers in four domains, which included 
patient’s family, clinician, institutional, and education-training. Nurses’ perceptions to 
end of life care in intensive care units were varied between all four domains. 
Difference in language and communication was reported as significant factors 
between nurses and other participant groups (P= 0.008) and adequate training as well 
(p= 0.001). Nurses need more training about the process of end of life care and to 
improve the communication process in order to improve the quality of health. 
Friedenberg et al.’s, (2012) study was conducted in two hospitals in the northeast of 
the United States, which limits the results. It may improve the uptake of the result if 
the study was conducted in a wider region where the participants may have other 
opinions regarding barriers. In addition, culture differences and language differences 
were main barriers to the provision of cultural care in Saudi Arabia by health care 
professionals. Lack of knowledge of non-Muslim nurses about Muslim practices such 
as breastfeeding, modesty, medicine and food taboos may influence the quality of 
health care services provided to Saudi patients. Influence of family members on 
patients’ satisfaction about health care provided by nurses is considered a barrier 
nurses and expatriate nurses need to understand in order to provide competent care in 
Saudi Arabia (Almutairi, 2015). 
Winslow and Honein (2007) conducted a study to address United Arab Emirates 
(UAE) women’s health needs. The researchers conducted a focus group interview 
with 60 Emirates women, divided into smaller groups. Each group contained four to 
12 women. They found that cultural barriers face nurses delivering holistic health care 
to women in UAE. Health care systems and sociocultural environments create barriers 
as well as bridges to quality care or holistic care provided by nurses in UAE. Health 
care systems in UAE were reported by the participants as barriers to receiving care 
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due to long waiting periods to see a physician, and poor care which is influenced by 
the non availability of modern equipment and technology in some remote health care 
organisations. Sociocultural environments include early marriages, frequent 
childbirth, care that lacks in thoughtful cultural competency and cultural sensitivity. 
At the same time the study highlighted the promoting factors to achieve more holistic 
care, which includes Islam, folk medicine, cultural traditions and the ability to travel 
abroad for health care services. Islam was integrated as daily life for the participants 
in the research study, and they mentioned that Islam or religion has a strong positive 
influence on their psychological and physical health. The participants described the 
therapeutic benefit they have when they become more close to their religious practice. 
In order to provide competent care nurses and health care professionals need to 
understand patients’ religious values and cultural customs to be able to provide care 
that is sensitive and acceptable to patients. The nurses’ ability to understand a 
patient’s culture may help them to facilitate the process of health care delivery. 
Nurses and health care professionals could minimise barriers to delivering health care 
by developing a thorough understanding of a patient’s values, which may serve as a 
facilitator to delivering cultural and religious competent care. 
 
Working in Saudi Arabia, Arab and Islamic country’s / societies. 
Working in Arab or Islamic dominant countries is a challenge facing expatriate 
nurses. As the number of minority religions’ grow in Western countries like the 
United States, the overall diversity of the nation also grows. Understanding and 
adopting these values and beliefs to practice could improve the quality of health care 
provided to patients in these cultures and countries (Zeilani & Seymour, 2012). In a 
study by Borhani, et al., (2014) nurses in Islamic countries were able to provide and 
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promote nursing care to Muslim patients, and a peaceful death, by considering Islamic 
values and Arab culture in their practice. A study conducted by Sidumo, Ehlers and 
Hattingh (2010) in Saudi Arabia with 50 nurses,  used a questionnaire with 33 items 
to assess the cultural knowledge of non-Muslim nurses in Saudi Arabia about taboos, 
rituals, health care and cultural practice and beliefs of Saudi women admitted to 
hospital. Expatriate nurses were identified as having a knowledge deficit in relation to 
the use of local herbs in Saudi health care, with, 48% of the participants not asking 
patients about herbs they used during their pregnancy as part of their cultural beliefs.  
Of the participants, 68% did not know the names of herbs used by patients. Some of 
the participants in this study mentioned dates and juice as a herb used by Saudi 
patients, which cannot be classified as herbs (Sidumo et al., 2010).  
Sidumoe et al., (2010). found that expatriate nursing knowledge about common 
diseases among the Saudi population was limited. Only 34% of the participants in the 
study indicated they understood the common diseases found among Saudi patients. 
The ability nurses have to extract information from patients related to their 
geographical location and religious affiliation will allow nurses to develop care plans 
in accordance with the patients needs. In the Sidumo et al., (2010) study 50% of the 
participants always considered the needs of patients based on their geographic origins 
when developing the care plan for them. While 32% occasionally considered, and 
14% never included assessment of origin when developing their care plan for Saudi 
patients. Developing care plans considering patients’ needs, based on their geographic 
cultural origins within Saudi Arabia, may have a huge influence on health care service 
development within Saudi Arabia. 
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Patient safety is an important factor for all health care organisations around the globe. 
Multi-cultural health care workforces are one of the risks affecting patient’s safety 
(Almutairi, Gardner &McCarthy, 2013). To explore the safety climate perceptions of 
the multicultural nursing workforce Almutairi et al., (2013) conducted a mixed 
method research study. The study was conducted in Saudi Arabia and included a 
survey, interview and document analysis of nurses (N = 319). The study indicates that 
age and nursing experience makes no difference in patient safety in Saudi Arabia. The 
study was conducted in one hospital in Saudi Arabia, which may limit the 
applicability of the study result. The ethnicity was also not highlighted in the study 
result which is an important factor that may help researchers to understand the 
phenomenon of the research study. Another study conducted by Aboshaiqah, and 
Baker, (2013) identified the factors that nurses perceive as major contributors to a 
culture of patient safety. The researcher used cross sectional, descriptive and 
correlational design. The sample consisted of 498 nurses who were asked to complete 
a survey questionnaire. The results indicated statistical differences in nurses’ 
perception of patients’ safety culture based on their gender, age and years of 
experience in Saudi Arabia. As the study was conducted in one hospital in Saudi 
Arabia, which may limit the results as evidence to change practice. Conducting 
studies in multiple hospitals and areas in Saudi Arabia may add more knowledge 
about nursing perceptions regarding the patients’ safety culture in Saudi Arabia.  
In Walston et al., (2010) researchers conducted a cross sectional survey to collect 
information from nurses working in Saudi Arabian hospitals to explore the impact of 
information technology on patient safety and problem solving in order to improve the 
quality of health care services. The researchers distributed 850 surveys to randomly 
selected nurses in five hospitals in Riyadh, the capital city of Saudi Arabia. The 
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response from 566 nurses to the survey provided a 66% response rate. The results 
demonstrated statically significant factors such as an emphasis on patient safety and 
problem solving, and the nurses use of information technology to improve the quality 
of service they provided to their patients in the hospitals. Nurses working in Saudi 
Arabia have experience with technology used in health care which could improve the 
quality of health care services, which would otherwise not be seen without the use of 
technology. Walston et al., (2010) study was conducted in Saudi Arabia, which has 
been modifying its health care system rapidly in order to improve the quality of health 
care services provided. The researchers included nurses in the study, but other health 
care professionals were not included, who may have a different view or prospective 
toward using information technology in health care services. Random selection of 
participants was used in the study to minimize bias. Zakari, Al Khamis and Hamadi, 
(2010) conducted a cross sectional survey to examine the relationship between nurses’ 
perception of conflict and professionalism in three different hospitals in Saudi Arabia. 
The survey included The Perceived Conflict Scale that measures the level of conflict, 
and The Valiga Concept of Nursing Scale that assesses nurses’ professionalism 
(Zakari et al., 2010). A total of 346 nurses participated in this research study, 
representing 82.4% of the sample. The results show that the intragroup and other 
department types of conflict has statistical correlation with the nurses’ perception of 
professionalism. The low perception of professionalism among participants was due 
to the organisational workplace and the system of health care service delivery in 
Saudi Arabian hospitals (Zakari et al., 2010). The other factors that influence nurses’ 
perception regarding their professionalism includes personal background, which 
indicates the personal interest in their profession, families, society and patients’ view 
of the nursing profession. The study was conducted in three different hospitals, 
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including a government hospital, military hospital and educational hospital. The 
method of participant selection was random selection from the three hospitals.  The 
data was collected from participants as a self-reporting questionnaire in English with 
a multi lingual population with English often being the second language. The 
understanding of questions provided in a different language to their primary language 
may lead to difficulties in interpretation and hence impact the outcomes. A 
subsequent limitation is the tool used for data collection may not have been valid 
across the various cultures of participants in this study. 
Working in Saudi Arabia may have a negative impact on a nurse’s experience. Al-
Ahmadi, (2009) conducted a study in 15 hospitals randomly selected in Saudi Arabia, 
and a questionnaire was sent to all nurses in these hospitals. The researcher conducted 
the study to identify the factors influencing the performance of hospital nurses in the 
Riyadh region of Saudi Arabia. The response rate of the study was 50%, (N=923) (Al-
Ahmadi, 2009). The results showed that job performance is positively correlated with 
organisational commitment. Job satisfaction and organisational commitment are 
strong predictors of a nurse’s performance. Job performance was positively related to 
years of experience in Saudi, nationality, gender and marital status. The nurses 
identified that skill development and their performance as nurses in Saudi Arabia was 
limited due to a lack of professional and personal development opportunity These two 
items received a low rate in the self reporting questionnaire, showing a lack of 
motivation for personal development among nurses who participated in the research 
study. One limitation of study is the self-reporting measurement used in the 
questionnaire, which may have a social desirability effect on the results.  
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Saudi Arabia is a developing country and their health care system is considered as 
advanced and similar with many countries around the globe like the United States, 
Canada, United Kingdom and Australia. Highly advanced and sophisticated 
equipment and medical services are provided in many hospitals in Saudi Arabia 
(Tamim, Hejaili, Jamal, al Shamsi & Al Sayyari, 2010). Using this advanced 
equipment to deliver care to patients who are Muslim, with their religious values and 
cultural beliefs and customs, may influence the process of health care delivery. 
Patients’ ethical boundaries comprise of tribal culture which includes strong Islamic 
teachings on, for example, gender segregation and male/female interaction, which was 
explained in the Context of Saudi Arabia chapter (Chapter two). In a health care 
system in a country like Saudi Arabia, a male physician cannot examine female 
patients without the presence of a third person, such as a patient’s relative or a female 
nurse. A study conducted by Tamim et al., (2010) explored the ethical attitudes 
concerning professional boundaries of physicians and nurses (N = 94) in Saudi 
Arabia. This represented a 75% response rate. The researchers used a cross sectional 
survey to collect information from the participants (physicians and nurses). The 
results show that nurses presented more ethical, conservative awareness regarding 
boundary crossing than physicians. Instruction should be given to nurses and 
physicians to respect patients’ religious values and cultural beliefs (Tamim et al., 
2010). The use of advanced equipment to deliver care to patients was found to have 
no impact on respecting patients’ religious values and cultural beliefs, even though 
the nurses had limited interaction with the Saudi population outside their hospital or 
organisation. Male nurses and male physicians have more interaction with the Saudi 
population outside hospital (Bozionelos, 2009). Some limitations that may impact the 
	   	    
 
	  
84	  
	  
generalisation of the Tamim et al. study include the small number of participants, and 
no national nurses were included among the participants.  
 
Summary of Chapter 
Nurses in Saudi Arabia face religious values and cultural customs different to their 
country of origin, which influences the care delivery process. A nurse’s ability to 
better understand religious values and cultural beliefs of patients may facilitate and 
improve the process of care delivery. This chapter presented a review of the literature 
related to the research topic. The review started by describing the literature review 
search strategy as the method utilised to develop this literature review. The literature 
was then reviewed in three parts. The first part explored culture, transcultural nursing, 
cultural competence, cultural safety, nursing migration, transition and cultural shock 
in the expatriate nursing workforce. The second part presented the factors influencing 
the nursing care delivery process, which included a patient’s cultural values and 
lifestyle, family and kinship factors, religious factors, educational factors, nationality 
and nursing care practice. The third part presented the barriers influencing nursing 
practices which include: communication, language and culture barriers to nursing 
practice. A reflection of working in Saudi Arabia was included. 
The next chapter will be the theoretical chapter, where cultural competence models 
and measurement instruments will be presented. Leininger’s Theory of Culture Care 
Diversity, Universal, and the Purnall Model for Cultural Competence will be 
presented and discussed in detail in the next chapter.
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 Chapter Four 
         Theoretical Framework 	  
Introduction 
This chapter focuses on the theoretical framework used to develop a data collection 
instrument for this research study. The process of data collection and instrument 
development has been presented in this chapter. The theoretical conceptual framework 
of this study is following Leininger’s sunrise model theory of culture care diversity and 
universality and the Purnell Model of Cultural Competence. Both models were designed 
to guide and help nurses and researchers to discover the cultural dimensions of patients. 
The theory of culture care diversity and universality was developed to determine the 
values and lifestyles of people from different cultures and to lead nurses in providing 
competent nursing care that is congruent with the uniqueness of patients’ cultural values 
and beliefs. Purnell’s Model of Cultural Competence focuses on emic and etic views of 
the patients, their family, and the community patient.  
 
Culture competency and knowledge play a very important role in providing nursing care 
services to patients in different communities or societies. Leininger’s Sunrise Model for 
the Theory of Culture Care Diversity and Universality, and Purnell’s Model for Cultural 
Competence, provide guidelines for nurses and other health care professionals to 
provide culturally competent care. This chapter will present an overview of the 
Leininger and Purnell models and will present the structure and the factors of each 
model. The chapter will also present a brief overview of the most used Cultural 
Competency models and instruments in contemporary research 
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Cultural Competence Models  
Cultural competence in the health care system has become an international concern over 
the globe due to escalating growth in health care professional migration. With the 
changing population demographics, for example in the United States, it becomes 
imperative that nurses appreciate the impact of patient’s culture on health care services. 
Caring for patients who differ racially and ethnically requires health care professionals 
including nurses to have educational and training programs for cultural competence 
(Loftin, Hartin, Branson & Reyes, 2013). Many models and instruments describing and 
measuring cultural competence have become the focus of health care professional 
researcher in the last few decades (Loftin et al., 2013; Shen, 2015). Researchers 
investigating the development of cultural competence models in nursing have used 
various approaches. Theories from nursing and many other disciplines, predominantly 
anthropology and sociology, were used to develop cultural competence models. For 
example, Leininger developed the Sunrise model of culture competence from an 
anthropological theory and the care component from nursing theory (Shen, 2015). The 
Sunrise Model served as the prototype for the development of other cultural specific 
models and tools (Giger, Giger & Davidhizar, 2008). Leininger’s Sunrise Model is 
reflected in the development of some major models of cultural competency (Andrews & 
Boyle, 2012; Jeffreys, 2010 & Shen, 2015). Some models were developed from multiple 
theories or disciplines. For example, the Purnell model of culture competency was 
developed from theories of biology, anthropology, sociology, economics, political 
science, geography, nutrition and pharmacology. Indeed Purnell was developing his 
model from communication, family development, and social support theories (Purnell, 
2002). The most theoretical culturally competent models in the last thirty years, 
covering cultural sensitivity, cultural knowledge, and cultural skills, were mainly 
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developed by theorists and nursing scholars. These models include the Culturally 
Competent Model of Care, Model for the development of culturally competent health 
practitioners, Culturally competent community care model, Cultural competence and 
confidence model, 3–D model of culturally congruent care, Biblically based cultural 
competence model, Model for the development of culturally competent researchers, 
Framework for cultural competence, Cultural development model (for individual and 
institutional) and Culturally competent model of ethical decisions (Shen, 2015). 
Leininger’s Sunrise Model of Culture Cares Diversity and Universality, and Purnell’s 
Model of Culture Competency will also be discussed in this chapter. 
 
Cultural Competence Assessment Instruments 
Cultural competence in health care has become an important issue to improve the quality 
of health care services. Many cultural competency assessment tools and instruments 
were used to evaluate cultural competency in the United States, Canada, United 
Kingdom, Australia and many other countries around the globe. Some of the instruments 
have been translated into many languages to be used in certain countries and 
communities (Loftin et al., 2013). Cultural competence assessment instruments have 
many forms used in nursing research. The instruments include self reported quantitative 
instruments with varying numbers of items categorised into themes and subthemes 
(Shen, 2015). Bernal and Froman (1993) created the Cultural Self-Efficacy Scale 
(CSES), and it was developed to assess the level of confidence nurses have to provide 
nursing care for three ethnic groups. The instrument was reviewed and developed to 
assess nurse’s confidence in caring delivery for patients from different races. Some 
theorists in cultural competency develop cultural competency instruments reflecting 
directly from their models or theory. Campinha-Bacote for example, developed a 
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cultural assessment instrument in 2005, as well as an assessment instrument developed 
in 2003 (Shen, 2015). Another example is (CCATool, 2004) an assessment tool 
developed by Papadopoulos and his team, which was based on their cultural competence 
models. The 3-D Models of Culturally Congruent Care is another cultural competency 
assessment instrument developed from the corresponding provider level component. The 
significant contribution of nursing theorists in nursing Transcultural research in the last 
few decades shows a variety of cultural theories and assessment instruments which have 
been used by nursing researchers to continue, develop or refine models and assessment 
instruments to expand the knowledge and information about cultural competency. The 
contributions have extended the awareness, understanding and sensitivity nurses have to 
improve and to provide quality culturally competent care for patients from various race, 
religion and cultural backgrounds. 
 
Leininger’s sunrise model 
During the past six decades a number of nursing theories have been developed to 
improve the knowledge and discipline of nursing around the globe (Leinenger, 1995). 
Theorists developed a theory of culture care diversity and universality when they were 
caring for patients in medical and surgical units in general hospitals in the late 1940s 
(Leinenger, 1995). Theorists were informed by nursing practices that helped patients to 
overcome their sicknesses and get well. The theorists at that time cannot understand or 
explain the improvement of the patient’s health. This issue led them to declare that  care 
was the essence of nursing practice (Leinenger, 1995). In the 1940s and 1950s there 
were no formal or specific theories for nursing (Leinenger, 1995), which led nurses’ 
leaders to start to formulate ideas to guide nursing practice. Concepts of transcultural 
nursing  emerged 30 years ago when Leininger started the development of culture care 
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diversity and universality (Leininger, 1995,1997a). Leininger defined Transcultural as a 
“Formal area of study and practice in the cultural beliefs, values and life of diverse 
cultures and in the use of knowledge to provide culture specific or culture universal care 
to individuals, families and groups of particular culture” (Narayanasamy & White, 2005, 
p. 103). Leininger’s Model of the theory provides a cognitive guide to help discover 
specific cultural care phenomena (Evans, Bell, Sweeney, Morgan & Kelly 2010). 
According to Garneau and Pepin (2015), Leininger’s model focuses on culture and care 
that has been fully conceptualised and established. The model has been used to develop 
other models in the nursing field to help and influence nurses to understand the 
phenomenon of care. Culture care diversity and universality theory provides a holistic 
view of patient culture, which helps to understand the factors that influence nurses’ 
confidence to provide competent nursing care to patients (Evans et al., 2010). The 
Sunrise model was designed as a research guide to help researchers to uncover the 
multiple dimensions related to the theoretical tenets of the culture universal care 
diversity and Universality theory (Evans et al., 2010; Leininger, 1992) 
 
Leininger’s model has twelves factors to assess culture care in order to provide 
competent cultural care. The aims of these dimension factors were to enter the world of 
the patient and extract information about holistic patient  culture in a way to provide 
competent culture care (Leinenger, 1995). These factors include Worldview, 
Ethnohistory, Kinship and social factors, Cultural values, Beliefs and way of life, 
Religious/spiritual/philosophical factors, Technological factors, Economic factors, 
Political and legal factors, Educational factors, Language and communication, 
Professional genetic (folk or lay) care beliefs and practice, and General and specific 
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nursing care (Leininger, 1995, P145-147). Figure 2 shows an overview of Leininger’s 
sunrise model. 
 
Figure 2 
Leininger’s’ Sunrise Model Theory of Culture care Diversity and Universality 
 
 
 
 
In order to provide competent care nurses need to understand the cultural  customs, 
values and religious beliefs of their patients (Leininger 1995,1997b). That can be 
achieved by following a special approach considering the uniqueness of the individual 
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or group. Leininger’s model, with the 12 domain factors, were an essential part of this 
research study to understand the patients’ cultural customs, values and religious beliefs, 
and other factors that influence patients and nurses’ practice in the region where this 
study took place. 
 
Worldview 
Leininger’s Sunrise Model assists nurses to learn and understand the worldview of 
individuals, community and groups of people. Diversity of culture is the structure of the 
individual or the community or the group of people. Each individual lives and 
experiences different social and cultural structures. The worldviews or the view of the 
patient on the causes of the disease for example, is a major perception to the decisions 
patients make regarding the medical care services he/she will have, or decide to have 
(Leininger & McFarland, 2002). When nurses understand the worldview of their patients 
this may improve the quality of health care nurses provide to the patient. To illustrate a 
patient’s worldview, nurses may ask the patient about their view of their sickness or the 
illnesses prior to providing health care. Nurses could develop some assessment 
questions, tools and skills to be able to extract information about the worldviews of their 
patient, which may help nurses to understand a patient’s culture and the care required. 
Worldview can be understood as the ways people tend to see the world or their life as an 
image. Worldview enables one to see their life related to individuals or groups from a 
broader viewpoint. Worldview in health care influences patients or health care 
professionals to make decisions related to medical conditions or to respond to care 
provided. Worldview is acting as a guideline for individuals to make decisions and 
perform actions that are related to wellbeing and health, in addition to care actions 
(Noble, Rom, Newsome-Wicks, Engelhardt & Woloski-Wruble, 2009). 
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Ethnohistory. 
Apart from the environmental and cultural context, Ethnohistory is a crucial part of the 
examination nurses perform to assist the culture of their patients. This factor is related to 
Leininger’s Sunrise Theory and it is derived from the concept of anthropology. 
Ethnohistory is the experiences and events individuals presented about their life in 
certain circumstances over periods of time. Ethnohistory may include the facts, 
instances, events, experiences of groups or individuals, instructions and cultures which 
people live in which describe the numerous human life ways (Leininger, 1995,1997b, 
2002). Nursing theorists have conceptualised the factor within the perspective of 
nursing. Ethnohistory is known as the facts or events of the past, or instances related to 
one's individual, group or cultural experiences that take place over periods of time. 
Therefore, it helps to explain the past and present life ways which allow health care 
professionals to have a good plan, related to health, security and death influences of the 
patients (Yosef, 2008). 
 
Kinship and Social factor 
These factors provide a broader viewpoint in influencing the feelings and expression of 
care. These factors are helping nurses and other health care professionals to determine 
the family structure, composition, values, the position of birth in the family, various 
roles of adults, and head of the family, especially in the Arabic and Islamic community. 
It helps to highlight the family problems, diseases and developmental tasks performed 
by family members. Kinship helps to determine the social ties between individuals. It 
includes family relationships, emotional status, social groups and sexual relationships. 
The ways family members have socialised with each other is also considered as leisure 
	   	   93 
	  
and the sports they practice. Kinship and social factors help in understanding the social 
norms, security of public, nationality, and ways of transportation (Sagar, 2015). 
 
Cultural value, beliefs and lifestyle factor 
The cultural values, beliefs and lifestyles factors play an important role in the care 
provided to patients. These factors involve the beliefs and practices of folk in care. It 
includes the belief of cure and responsibility of individual health and perception of 
official health professionals. It highlights the spirituality of health, references of culture, 
race, and ethnic groups as well as: their individual lifestyle activities, including tobacco 
use and medication or drug abuse. It is required by health care professionals to know 
about the eating habits and mode of entertainment of the individual, to be able to deliver 
care to patients based on their communities’ needs and requirements (Schumacher, 
2010). 
 
Religion philosophical factors 
Religious and philosophical factors involve the ways in which cultures and family think 
regarding spiritual issues, life and death (Leininger, 1997). Nurses need to be more 
aware of the cultural values and religious values of their patients, which leads them to 
tend to become more understanding of other cultures. The interpretation of religious 
values and differences between patients could help nurses to understand what influences 
individuals or the health of groups of people. Each religion has its very own and 
exceptional history, which leads peoples’ lives based on their culture, tradition, rules, 
values  and beliefs. However, some religious practices, like fasting and prayers, are 
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some of the key factors that affect nursing care delivery processes in Islamic societies or 
communities (Mughees, 2006; Wehbe-Alamah, 2008). 
 
Technology factor 
Technology factors include the technological equipment and devices that are involved in 
the health care service delivery process. Availability of technology in health care 
organisations is based on the level of services provided in the organisation and the 
organisation financial profile. Technological factors includes how the technology effects 
and helps to improve the quality of health care services provided to the patients using 
electronic devices such as computer monitoring, and ventilator machines. Technology 
may challenge nurses and other health care professionals to provide care, which will be 
influenced by the knowledge and experience about this equipment. 
 
Political and legal factors 
Political and legal factors ensure that the patients and individuals have the right in 
diverse communities to access various public policies such as health, job, security, and 
education. There are political and legal factors that a nurse and health care professional 
could consider in the context of their care delivery. These factors may include 
considering patients political beliefs and the legal implications attached to their beliefs. 
Nurses could establish any legal issues that the patient could be fining, or alternatively 
any legal documents that may arise (Melo, 2013). For example a patient who has injury 
post a motor vehicle accident where driving offences have occurred. 
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Educational factors 
Educational factors influence nurses and health care professionals to gain knowledge 
about nursing care. Education can be achieved by gaining qualifications from 
professional educational institutions. The level and specialties of the nursing school will 
influence the type of education nurses obtain. As well as a school's performance, 
intellectual performance is very important to develop the skills of nursing students. The 
ability of nurses to develop and provide competent care could be influenced by the 
nursing school where the nurse studies nursing (Clingerman, 2011). 
 
Economic factors 
Economic factors include the working conditions of the individual, housing conditions, 
nature of the job patients have, whether formal or informal, temporary or permanent. 
Economic factors are the major components that determine the nature of decision 
making by patients and their family regarding health care service in many cultures. The 
income that the patient or family receives determines the location that the family resides 
in, the eating habits, the level of medical care accessible. In addition, the level of 
insurance that the patient or family has determines the health care service patients will 
have (Melo, 2013). The availability of free health care services in a country like Saudi 
Arabia gives the patients a wider range of health care organisations to choose from. 
 
Language and communication 
Communication is the basic element through which culture is spread and conserved 
amongst different groups. Communication can be achieved by the two primary types of 
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communication, verbal and non-verbal (Boothroyd, 2004). There may be a chance that 
nurses are unable to understand the language or communication technique of the patient 
due to the language and cultural differences. There may be a chance that this lack of 
communication can affect the trust of, or acceptance of a health care professional by the 
patient or their family. In some health care organisations diagnosis and treatment are not 
feasible if the patients and nurses are unable to communicate with each other. Health 
care professionals may avoid communication with patients because they are unable to 
understand each other (Campo, Kohler, Askelson, Ortiz & Losch, 2015). Feelings of 
isolation and depression could affect patients and nurses as a result of these barriers 
between them. In such cases, the health care professional should communicate with 
patients using non-verbal communication, which can impact the quality of health care 
services provided to them. As a result of isolation between health care professionals and 
patients the patient can become unresponsive and uncooperative. The health care 
professional can improve the quality of health care service with the use of the language 
dominant in the community to facilitate the process of care delivery. The other issue 
with communication here is the language differences between the patients and health 
care professional where such action is not possible. In countries like Saudi Arabia for 
example, the presence of an interpreter in the hospital facilitates and helps to initiate 
conversation between health care professionals and patients, which reduce the language 
barriers between each party. It becomes essential to maintain the volume of speech and 
to give a friendly expression between health care professional and patients (Helwani, 
2001).  
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Professional and genetic care beliefs and practice 
The way health care professionals learn their profession is an important factor that can 
influence the health care delivery process. For the patients who believe in traditional or 
customary ways of treatment, it will not be easy for them to accept professional 
advanced health care services. In this situation the health care professional can provide 
health care services to the community by improving the levels of knowledge of people 
in the community about disease and sicknesses and how to treat such conditions. 
Through this process the health care professional is required to understand the nature, 
beliefs and cultural customs of patients in order to provide the required information and 
not to hurt them. Keeping in mind, the ethical and cultural perspective of patients is the 
main factor that influences decision-making when intervention is required. At the same 
time the knowledge of a patients’ religion the health care professionals have may 
influence the process of health care services provided to them. Health care professional 
awareness regarding patient’s culture may improve the quality of health care service 
provided where an accurate decision will be made.  
 
General and specific nursing care 
The model of nursing care provided to patients by nurses should be a general model for 
all patients admitted to a health care organisation. Nurses are required to keep in their 
mind the cultural customs and religious beliefs of patients when delivering care to them. 
The ability of a health care professional to adopt care meeting the cultural needs of 
individual patients is an essential part of improving the care delivery process. Nurses for 
example, could review a patient’s medical records to give an understanding of about a 
patient’s culture, religion and lifestyle, to decide which specific health care is required 
	   	   98 
	  
for an individual patient. For new patients, taking history and background information as 
part of nursing assessment tools will help nurses and other health care professionals to 
make decisions about the specific nursing care required.  
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Purnell’s Culturally Competent Model 
Purnell’s model is conceptualised from many theories and research studies in many 
fields such as organisation/administration, anthrology, sociology anatomy and 
physiology, psychology, history, clinical practice of nursing and medicine (Purnell, 
2002). Purnell’s model was developed in 1991 as a clinical assessment tool. The 
model was develop further by adding a cultural competence scale (Matteliano & 
Street, 2012). The model has twelve domains including overview/ heritage, 
communication, family role and communication, workforce issue, biocultural 
ecology, high-risk behaviours, nutrition, pregnancy and childbearing practice, death 
ritual, spiritual, health care practices, and health care practitioner concepts (Purnell, 
2002). The model was used to develop the items for the questionnaire used in this 
research study. The following outlines the concepts of each of the twelve domains. 	  
Overview/ heritage 
Health care systems require having an overview of the country or community where 
the services are provided. Nursing practices reflect the policy and procedures 
developed to provide care to people in that particular community or country. Health 
care professionals can easily determine the care they provide to patients by having 
knowledge about patient culture. The health care professional can also choose the 
compatible service that meets patients’ cultural and traditional customs (Purnell, 
2002). 
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Communication 
Communication means the use of language to explain thoughts about people, person, 
life experience and so on. When patients and nurses speak the same language it will 
be easy to communicate with each other, while when different language appears 
between patients and nurses, the communication process will be affected. Sometimes 
the use of dialects makes it difficult for someone who is not from the same area to 
understand the situation which influences communication. Communication is not 
limited to verbal communication, it  includes eye contact, which requires health care 
professionals to understand culture where eye contact has some restrictions. In some 
cultures, for example the Muslim community, some women don’t shake hands with 
male health care professionals, but they may do so with female professionals. Such 
communication processes require health care service providers to understand patients’ 
beliefs and act accordingly to avoid misunderstandings between patients and health 
care professionals, which may influence the quality or service provided (Purnell, 
2013). 
 
Family role and organisation 
Family roles in many societies define decisions regarding the health care patients 
receive or agree to. The ability of the health care professional to understand a 
patient’s family needs and beliefs enables them to provide appropriate care to a 
patient’s family, which reflects on patients’ satisfaction of services provided to 
him/her by health care professionals. Each family member has a role within the 
family. The health care professionals’ understanding of each members’ role within the 
family, for example the decision maker or spokesperson, may improve the service 
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provided and elevate patient and  family satisfaction of the health care service 
(Douglas et al., 2014). 
 
Workforce Issues 
Workforce issues arise from the interaction of many concepts, such as ethnic 
communication, autonomy, assimilation, individual and acculturations. Workforce 
issues include the relationship between co-workers during their duty time. The ability 
of the health care professional to understand the nature and needs of the workforce 
during patient care would help and improve the service provided (Purnell, 2005). 
 
Bio-cultural ecology 
Bio-cultural ecology relates to the differences arising between and within the same 
groups, such as  ethnic background and racial origins. For example, race differences 
may include skin colour and physical outlook, which indicates the body size 
differences between people. Nurses and health care professionals’ awareness of 
disease history among groups or families will improve their decision making 
regarding health care services they plan to provide. So too groups will have traditions 
and economic status. Proper communication between health care professionals and 
patients in the community about bio-cultural ecology will improve the process of 
information collected from patients and their families about economic status, which 
may influence the treatment planned for patients. For example, the patients with 
higher economic status have higher access to health care than the ones with lower 
economic status (Giger et al., 2008). 
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High risk behaviours 
To avoid and reduce risk behaviours in the community more physical activity and 
healthy diets may help. Risky behaviours include alcohol consumption, taking 
tobacco and using recreational drugs. Using such products on a regular basis can have 
a bad impact on a patient’s life (Patton & Donoghue, 2015). Nurses and health care 
professionals are required to know if their patients have used any kind of chemicals 
and drugs in order to provide care that is compatible with the patients’ condition, as 
well as for the nurses to highlight and educate their patients about the negative impact 
of these drugs on their health (Taylor, Goldberg, Hutchinson, Cameron & Fox, 2001). 
It is important for the nurses to understand the contemporary risky behaviours in the 
community and explain those behaviours to patients and other members in the 
community, to improve their health. Nurses may provide information regarding 
healthy life to community members, such as physical activity and to quit smoking and 
avoid drugs and alcohol consumption. Reducing risky behaviours within the 
community may improve the quality of health care services nurses can provide to 
community members.  
 
Nutrition 
Nutrition reflects the presence of a sufficient amount of food in the community. A 
health care professionals’ awareness of food quality and common food in any 
community makes them more knowledgeable about the community or society. Nurses 
and health care professionals can provide valuable information to patients and their 
family, as well as to community members regarding nutrition that improve their 
health condition and reduce the risks that may affect them from their food and eating 
behaviours. For example, if nurses know about a reason why sicknesses or disease are 
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caused by food or nutrition, they can provide information to the client to reduce or 
eliminate such a cause (Purnell, 2005). 
 
Pregnancy and Childbirth practices 
Pregnancy and childbirth are the reflection of fertility in women in a community or 
society. Many communities have their own view and perceptions regarding pregnancy 
and childbirth. Taboo practices during and after pregnancy are factors that influence 
the health of women in any community. The professional ability to understand such 
practices within the community gives the advantage of providing information that 
may improve the health conditions of women. Follow up with a nurse or hospital 
during pregnancy could help nurses and health care providers to predict the health of 
the unborn child and provide a good level of health care service to mothers during and 
after pregnancy. For example, improving the nutrition of women during pregnancy 
may influence the health of her child (Purnell, 2005). 
 
Death rituals 
Death rituals include the views of a community about the death of an individual 
within that community. This includes behaviors related to arrangement and 
preparation for death and practices for burial. For example, in Islamic society a dying 
person is required to face toward (Makkah) the holy city for Muslims (Wehbe-
Alamah, 2008). As well as the family structure and loyalty, respect and love must be 
shown to their elderly during dying requires nurses and other health care professionals 
to treat them in a certain way to show respect. The ability of nurses to understand 
such rituals and practices may help them to provide the care required to their patients 
and their family during grieving  (Gatrad & Sheikh, 2002). 
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Spirituality 
Spirituality is the practice of a person related to their religion. Spiritual practice 
includes many activities, such as prayer and fasting, that gives some strength to the 
persons’ life. Each religion has its own practices, followed by the person in order to 
fulfill the needs of the individual. For example, for Muslims praying five times a day 
is compulsory during health and sickness, which requires nurses to facilitate pray for 
the patient. Muslims believe that prayer is an important practice to worship God, who 
gives them the health and strength to overcome the sickness. A nurse’s ability to 
understand the spiritual and religious practice of their patients would improve the 
quality of care provided and patient’s satisfaction of service received. Nurses will be 
able to provide competent nursing care to their patient and be sensitive to patients’ 
needs (Purnell, 2005). 
 
Health care practice 
Health care practice includes a persons’ responsibilities toward their health, such as 
avoiding the cause of sickness or taking medication. The knowledge patients or health 
care professionals have regarding diseases reflects on their health care practice. For 
example, understanding the benefits of taking precautions to reduce  high blood sugar 
by changing eating habits improves the quality of health of patients. The role of 
nurses in this situation is providing the information and knowledge to the patients to 
be able to improve their health care practice (Purnell, 2005). 
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Health care practitioner 
A health care practitioner is the person who provides and delivers health care to 
patients of communities, such as Nurses, Doctors, Pharmacists and Laboratory 
Technicians and so on. Health care practitioners from the two genders have an 
influence on health care provided to patients. For example, Muslim female patients 
will prefer to be treated and seen by a female practitioner (Galadari, 2012). Health 
care practitioners may have the opportunity to understand a patient’s needs and 
provide the service with sensitive and competent care. 
 
Conclusion 
Culture competency and knowledge play a very important role in providing nursing 
care services to patients in different communities or societies. Leininger’s Sunrise 
Model for the Theory of Culture Care Diversity and Universality, and Purnell’s 
Model for Cultural Competence, provide guidelines for nurses and other health care 
professionals to provide culturally competent care. This chapter presented an 
overview of the Leininger and Purnell models and presented the structure and the 
factors presented in each model. The chapter also presented a brief overview of the 
most used Cultural Competency models and instruments in contemporary research. 
The instruments development and the methodology used in this research study will be 
presented in the next chapter
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                                           Chapter Five 
Research Methodology 
Introduction 
This chapter presents the approach used in conducting this research study. A two 
phase mixed methods research design was utilised to provide a more meaningful, 
complete and purposeful investigation than using a single design research study 
(Schneider, Whitehead, Elliott, Lobiondo-Wood & Haber, 2007). For the first phase 
of the study the researcher developed a survey influenced by Leininger’s Sunrise 
Model (Leininger, 1995, Leininger & McFarland, 2002), which comprised a 
demographic section and a likert scale questionnaire. Items for the questionnaire 
section were developed from the researcher’s experience and the work of Purnell with 
people of Arab heritage. Purnell and Betty’s work “Transcultural Health Care: A 
Culturally Competent Approach” (2008), provided core concepts concerning Saudi 
Arabian people’s health beliefs. Descriptions of the instruments validation activity 
and the pilot study are presented in this chapter. Phase two consisted of qualitative 
data collection via semi structured open-ended face-to-face interviews. The chapter 
presents the sampling, data collection procedure and analysis separately for each of 
these two study phases. Ethical considerations are also included. 
 
Research Problem 
At the commencement of this research study statistics available from the Saudi 
Arabian Ministry of Health illustrated that 52% of the total number of nurses working 
in Saudi Arabia were non Saudi nurses (MOH, 2012). Within this population of non 
Saudi nurses exists large disparities in demographics, such as their country of origin, 
religion and cultural identity. Some hospitals in Saudi Arabia have many nursing staff 
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representing 52 nationalities; making the hospital a multicultural environment 
(Suliman, 2009). The reported statistics for the remote southern regions of Saudi 
Arabia, where this study took place, indicated that 58% of nursing staff were non 
Saudi (MOH, 2012). These non Saudi nurses, with their differences in language, 
cultural values, religion and educational preparation, are still required to provide 
culturally competent nursing care to Saudi Arabian people. The researcher worked in 
the Al Baha region (Southern Saudi Arabia) during 2006 to 2007 and experienced the 
contrast between nursing practice/nursing care delivery processes and cultural beliefs. 
Safe nursing care practice may be in conflict with local cultural beliefs and religious 
mores. These conflicts influence how nursing care is delivered as well as how care 
impacts on the nurses delivering care. To understand the health care service process in 
Saudi Arabia a transcultural study needed to be conducted to identify evidence based 
strategies to improve the quality of health care services provided to the Saudi Arabian 
population in all regions. Leininger’s sunrise model was the chosen model to guide 
this study and explore the culture of Saudi Arabian people in the southern regions. 
Purnell and Betty’s work (2008) provided a valuable contribution to this research 
study as it provided clear indicators of Arabic health beliefs and practices. 
 
Research Setting 
The research setting for this study was the Southern regions of Saudi Arabia, which 
included Al-Baha, Asser, Bishah, Jazan and Najran. Acute and critical care nurses 
from Ministry of Health hospitals were chosen to participate in this research study. 
The Saudi Arabian Ministry of Health reports that there are 62 Ministry of Health 
hospitals providing health care services to the populations in these regions (MOH, 
2011). These regions are located in the south west of Saudi Arabia, close to the 
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southern border of Saudi Arabia with Yemen (see Figure 1 in Chapter one which 
illustrates these regions). 
Health care services in these regions have been traditionally provided by three sectors 
of the health care industry: Ministry of Health, Ministry of Defense and private health 
care providers. This study focuses on Ministry of Health hospitals only. Health care 
services provided by the Ministry of Health in these regions are categorised into three 
levels of health care services. Primary Health Care is distributed in almost every 
village and district in Saudi Arabia. Secondary health care facilities are hospitals in 
cities with a large population and provide every possible health care service to the 
local communities. For example: Emergency Department services, X-rays, Laboratory 
Investigation, Surgery, Pharmacology, Hemodialysis, acute and critical care services 
and many other health care services. Tertiary health care services are considered to be 
referral services which provide advanced and specialty services. To admit patients to 
a tertiary health care service facility, patients need to have a referral from a secondary 
hospital. These tertiary hospitals are located in major cities such as Riyadh, Jeddah, 
and Dammam. The regions where this study took place do not have any Ministry of 
Health tertiary hospitals (MOH, 2011). 
 
Research Design 
This research study used a mixed methods research design where both quantitative 
data and qualitative data were sought. During phase one, the quantitative phase, data 
collection was based on a survey conducted to provide data on the effects of Islamic 
values, cultural customs and influences upon the delivery of acute and critical care 
nursing to patients admitted to Southern regional Saudi Arabian hospitals. This was 
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followed by phase two, the qualitative phase, which utilised face to face interviews 
with nurses. The researcher invited participants from phase one to participate in the 
phase two interview by indicating via an email to the researcher that they were 
interested in being interviewed. This invitation was included in the survey.  
 
Mixed methods design. 
Mixed method research is a research design utilising both quantitative and qualitative 
approaches to answer the research questions (Schneider, et al., 2007). According to 
Creswell and Plano (2007) mixed methods research is a method of enquiry that guides 
the process of data collection and analysis by mixing quantitative and qualitative 
approaches in many stages or phases during the research development process. Lewis 
(2011) defines mixed method as a “class of research where the researcher mixes or 
combines quantitative and qualitative research methods in the same project” (p. 166). 
Mixed method design is identifiably a different methodology used to overcome the 
weaknesses of a separate quantitative or qualitative research method. Both phases 
were conducted concurrently, thus results of both phases were interpreted together to 
give more meaning to the research study. Mixed methods do not generate two 
separate studies as the phenomenon of interest remains the study focus (Schneider, et 
al., 2007; Creswell & Plano, 2007) and the triangulation of data enriches the 
outcomes (Lewis, 2011). 
With mixed methods research design the quantitative approach and qualitative 
approach developed separately with integration of both results and findings aimed for. 
It is very important to maintain rigor for each approach and the role of each 
methodological approach must be justified and separately described when used in the 
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research study (Morse, 2003). After analysis of both phases the researcher may find 
an explanation for the quantitative result from the findings of the qualitative result as 
well as finding an explanation for qualitative findings from the quantitative result.  In 
this study the product of the data analysis process gave a more thorough 
understanding of the phenomenon being investigated. 
 
Sampling. 
Sampling is the process of selecting suitable participants in a research study. 
Sampling has major influences on the interpretation of the findings, length of the 
project and overall costs (Johnson & Chang, 2011). In mixed methods research design 
there are many sampling processes that can be applied to select participants in a 
research study. As this research study aimed to explore nurse’s adaptation of Islamic 
values and culture/customs to their acute and critical nursing care services in southern 
regions of Saudi Arabia, nurses working in acute and critical care areas were selected 
to participate in this research study. Only nurses working in Ministry of Health 
hospital were invited to participate in this research study. 
 
Phase one. 
A descriptive survey research design approach was used in phase one of the study to 
collect quantitative data from the participants (Appendix B). Quantitative research 
relies on numerical data collected to provide explanations or interpretations 
concerning a research problem, using experiments or surveys to collect data (Rea & 
Parker, 2005). 
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Sampling in phase one.  
In this phase of the study 500 surveys were distributed among the nurses working in 
acute and critical care units of the hospitals in the Southern regions of Saudi Arabia. 
A power analysis was conducted prior to distribution of the survey to estimate the 
number of surveys required for an adequate response and sample size. The power 
analysis suggested at a 95% confidence level a return of 218 surveys was required. A 
return of 285 surveys would be required if the confidence level was set at 99%. The 
researcher distributed 500 surveys, to ensure a return rate of at least 218 surveys. 
The process of selecting participants in this phase was a convenience sampling 
process where the participants were only required to meet the inclusion criteria 
(Johnson & Sungwon, 2011). The inclusion criteria required that nurses were 
currently working in acute or critical cares units and that they were able to read and 
communicate in the English language. 
 
Research instrument. 
This section will discuss the development of the research instrument, which occurred 
in three stages (figure 3). 
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 Figure 3 
 Instrument development stages 
 
 
                    Stage 1 
 
 
 
                  Stage 2 
 
 
 
                  Stage 3 
 
The instrument used to collect data was developed by the researcher and his 
supervisors and was comprised of two parts: part A for demographic and part B 
related to nursing care and Arabic cultural and religious beliefs (Appendix B). In this 
study the researcher reviewed the relevant literature and used “Leininger’s Sunrise 
Model” and “Purnell’s Model of Competent Care” to develop the survey. The 
researcher utilised the major concepts from “Leininger’s Sunrise Model” as a guide to 
develop a data collection instrument. The findings from Purnell’s research into the use 
of the “Model of Cultural Competence”, based on research with Arab people living in 
United States of America, was used to develop survey items along with the results of 
a literature review. The researcher’s experience also contributed to developing the 
questions for the survey. A first draft of the data collection instrument generated 
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many survey items with many having overlap. The researcher and the supervisors 
went through the items and reviewed the overall questionnaire based on “Leininger’s 
Sunrise Model” and “Purnell’s, Model of Cultural Competence” to delete duplicate 
items and unclear statements. The resultant draft data collection instrument included 
66 items. 
According to Rea and Parker (2005) a survey always includes questions designed to 
collect information or facts about the participants to answer the research questions. 
The data collection instrument was developed for this study to answer the research 
questions. The model comprised 12 domain factors which included “Worldview”, 
“Ethnohistory”, “Kinship and Social Factors”, “Cultural Values, Beliefs and Way of 
Life”, “Religious/Spiritual/Philosophical Factors”, “Technological Factors”, 
“Economical Factors”, “Political and Legal Factors”, “Educational Factors”, 
“Language and Communication”, “Professional and Generic (folk or lay) Care Beliefs 
and Practices” and “General and Specific Nursing Care”. 
The participants were asked to choose their answers by selecting one answer from 4 
options, scored on a 4 point Likert scale. The Likert scale was organised as follows: 
number 1 “Strongly Disagree”, number 2 “Disagree”, number 3 “Agree”, and number 
4 “Strongly Agree”. Neutral response was not included in the scale to avoid central 
tendency effect of the participant responses in the study (Li, 2013). Also using a large 
scale point may increase the measurement error because the participants may be 
confused by many response categories or may disregard responding to the questions 
asked in the scale (Li, 2013). 	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Content validity 
Validity is the level to which an instrument measures the designation of a concept 
accurately (LoBiondo-Wood, & Haber, 2010). When a researcher develops a new 
instrument, validity needs to be considered along with reliability (LoBiondo-Wood, & 
Haber, 2010). A valid instrument reflects the concepts it is designed to measure. The 
researcher developed a content validity Activity form (Appendix C) which included 
the original 66 items. The instrument developed for this research study and content 
validity assessment form were sent to an expert panel of clinicians and educators 
(Appendix D) by email for their evaluation. The content validity assessment form was 
included with an invitation letter (Appendix E). This letter provided important 
information about the research study, research questions, theoretical framework and 
the validation activity process. The panel comprised of five experts in transcultural 
nursing care, Arabic culture, and Saudi Arabian culture. The panel members were 
asked to review the 66 items and assess if each item related to the purpose the 
instrument was developed for. The researcher and the supervisors reviewed the results 
from the validation forms. The researcher considered any change suggested by the 
panel when at least two or more of the panel members agreed to a change to an item. 
The panel members suggested to change the consent age presented in Item number 11 
from 15 years old to 18 years old. Individual content experts suggested to remove 
items but because no items were identified for removal by multiple (more than one 
only) reviewer, no change was made to the original 66 items. The panel members 
suggested a pilot study be conducted before conducting the actual research. All the 
changes were completed and the draft data instrument was updated and ready for the 
pilot study. 
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Pilot study. 
The final draft of the survey was piloted to assess the survey tools (Schneider, et al., 
2007). The researcher contacted the nursing administration from Al-Baha region and 
asked them to allow him to conduct the pilot study of the final draft of the survey. 
After the hospital approval was provided the researcher distributed 20 copies of the 
data collection instrument to selected nurses working in acute and critical care areas 
in one hospital in the Al Baha region. The hospital where the pilot study took place 
was excluded from the research study to avoid the same nurses from the hospital 
participating in the research study when the study took place. Nursing administration 
in this hospital invited nurses to participant in the pilot study. The nurses were invited 
to meet the researcher in the hospital lecture hall where the researcher explained to 
the participants the aim of the research study and the aim of conducting a pilot study 
for this research. Seventeen nurses attended the meeting with the researcher and the 
data collection instrument draft was distributed to them. The researcher was able to 
determine the time taken by the participants to complete the survey. The pilot study 
indicated that participants understood each item and felt there were no ambiguities or 
misunderstanding participants may have. 
 
Distribution of the survey 
After receiving ethical approval from the University (Appendix F) and ethical 
approval from the Saudi Arabian Ministry of Health, the researcher distributed a letter 
in Arabic from the General Directorate of Research and Study of the Saudi Arabian 
Ministry of Health to the Directors of each of the five southern Saudi Arabian health 
services. This was to engage the Directors in the research study and seek their support 
whilst informing them of ethical approval and support from the Ministry of Health. 
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These letters were sent to the following directorates: the Asser general directorate of 
health affairs (Appendix G), Jazan general directorate of health affairs (Appendix H), 
Najran general directorate of health affairs (Appendix I), Bishah general directorate of 
health affairs (Appendix J), and Al-Baha general directorate of health affairs 
(Appendix K). The researcher followed up each of these letters by visiting each 
general directorate to gain approval to start the process of data collection at hospitals 
located in each southern region (See Figure 1 Introduction chapter). 
The researcher visited the regional nursing administration of each region to ask for 
assistance in distributing the survey questionnaire to participants who met the 
inclusion criteria for the research study. The Nursing Education Department of each 
hospital distributed the survey directly to the nurses in their hospital. The researcher 
visited each acute and critical care unit to meet with head nurses to ensure they were 
aware of the study and that surveys would be distributed to staff. Participants were 
asked to drop the completed survey in survey return sealed boxes that were made 
available on each unit. The boxes were collected by the researcher after three weeks. 
The data collection process for phase one took about two and a half months, from 
April 2013 to July 2013, as five region’s health services were involved, with each 
commencing and ending data collection at different times. Response rate is discussed 
further in chapter 6. 
 
Validity analysis 
The instrument was distributed for the phase one data collection period only post the 
content validity activity and the pilot. The final instrument was distributed with 66 
items and a demographic section. Descriptive statistics were sought from the return 
and for the purposes of inferential statistical analysis. Correlation of each item was 
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explored to conduct factor analysis to establish internal consistency of each item and 
consider overall instrument reliability. 
Checking internal structure of the 66 items of the survey was a very important step for 
investigating validity of the newly developed instrument (Field, 2013). There was a 
need to prescreen the initial Polychoric inter-correlation matrix between all items 
(Holyado, Chacon-Moscoso, Barbero-Garcial &Vila-Abad, 2009). This Polychoric 
matrix was used to identify any item that did not share a correlation of 0.3 or above 
with at least two other items. Items with a correlation below 0.3 needed to be removed 
from the survey for future inferential statistical analysis. The following items were 
removed prior to any further analysis of the data: item 1, item 2, item 9, item 11, item 
16, item 18, item 21, item 22, item 23, item 24, item 26, item 31, item 34, item 37, 
item 43, item 51, item 54, item 60 and item 61. A parallel analysis was conducted to 
determine the number of factors to be extracted. This identified a five factors solution 
was most appropriate. Further items were identified that did not load above 0.3 for the 
rotated solutions and were removed from the survey. These included item 19, item 28, 
item 30, item 10, item 50, item 58, item 59, item 13, item 14, item 47, item 48 and 
item 6. 
 
Expletory factor analysis. 
The process of prescreening data resulted in the removal of 31 items from the original 
survey. Thirty-five items were kept in the survey and included in the factor analysis. 
Pre-screening the data identified a five factor structure, which were labeled as 
follows. Factor 1 “Culture”, Factor 2 “Kinship”, Factor 3 “Religion”, Factor 4 
“Nursing Care”, and Factor 5 “Communication”. These five factors generated a 
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simplified model for future statistical analysis. Table 2 summarises the five factors 
and the number of items related to each factor.  
 
Table 2 
Factor analysis 
 
Factors Items included 
Factor 1 
Culture 
8,21,15,20,27,29,33,42, 
44,45,46,49 
 
Factor 2 
Kinship 
 
3,4,5,7 
 
Factor 3 
Religion  
 
17,25,32,35,36,38 
39,40,41,57 
 
Factor 4 
Nursing Care 
 
62,63,64,65,66 
 
Factor 5 
Communication 
52,53,55,56 
 
Table 2 has summarised the subscale and the items of each subscale. Factor 1 
“Culture” comprised 12 items. Factor 2 “Kinship” comprised four items. Factor 3 
“Religion” comprised ten items. Factor 4 “Nursing Care” comprised five items. 
Factor 5 “Communication’ comprised four items 
 
Cronbach’s Alpha. 
Checking the reliability of the scale is an essential aspect of any survey instrument. 
The measure should consistently reflect the construct that it is measuring. Cronbach’s 
alpha can be used to identify the internal consistency of the survey items. The overall 
Cronbach’s alpha for the scale was initially assessed on the full 66 items survey, then 
reassessed on the reduced 35 items survey following factor analysis. Table 3 
represents the reliability test result for the overall alpha scale of this research. Ideally 
	   	   119 
	  
Cronbach’s alpha should be above .7. Cronbach’s alpha shows the overall reliability 
of the reduced scale is .831, which is considered as a good reliability (Kline, as cited 
in Field, 2013). 
Table 3 
Reliability test 
Cronbach’s Alpha 
Cronbach’s Alpha 
Based on Standardized 
Items 
Number of Items 
.831 .841 35 
 
Cronbach’s alpha for the scale in this research study was high which indicates that the 
scale has strong consistency and the items were linked to each other. 
 
Subscale reliability analysis. 
Reliability of each of the factor subscales was conducted using Cronbach’s alpha. 
Table 4 represent the result of the Cronbach’s alpha for each factor of the survey. 
Table 4 
 Reliability analysis for five factors  
Factors Cronbach’s Alpha 
Cronbach’s Alpha 
Based on Standardized 
Items 
Number of Items 
Culture .747 .768 12 
Kinship .692 .689 4 
Religion .712 .714 10 
Nursing Care .698 .711 5 
Communication .571 .585 4 
 
Factor 1 “Culture” comprised 12 items and Cronbach’s alpha is .747 which indicates 
strong internal consistency. Factor 2 “Kinship” comprised 4 items and Cronbach’s 
alpha was .692. Factor 3 “Religion” comprised 10 items and Cronbach’s alpha was  
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.712. Factor 4 “Nursing Care” comprised 5 five items and Cronbach’s alpha was .698. 
Factor 5 “Communication” comprised 4 items and Cronbach’s alpha was .571. 
 
The reliability analysis for subscale items Cronbach’s alpha were between .747 and 
.571. A subscale may be considered reliable if Cronbach’s alpha is between .7 and .5 
(Field, 2013). The reliability analysis indicates that the instrument used to collect data 
is reliable although the instrument was newly developed and used for the first time in 
this population. With further development the instrument may increase subscale 
reliability. 
 
Phase one data analysis (quantitative). 
The following section describes the analysis of the results arising from distribution of 
the instrument used for phase one of the study. The instrument was divided into two 
sections: a descriptive section, which contained the demographic data and a second 
section comprising of the 66 item instrument used in this research study. Descriptive 
statistics were sought and later inferential statistics, which included the analysis for 
the post screening data which included 35 items. The inferential statistics section 
compared the five factor scores based on the demographic data collected from the 
participants in this research study. Quantitative data collected in this phase of the 
research study was analysed using the Statistics Package for Social Sciences (SPSS) 
version 21. A plan for statistical analysis was completed with consultation of the 
RMIT University Statistical Advisory Service. 
Descriptive and inferential statistical analyses were undertaken. Descriptive statistics 
provided information about the participants based on the demographic data collected 
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which included Age, Gender, Educational Level, years of Experience in Nursing, 
years of Experience in Saudi Arabia, Nationality and Religion. Cross tabulations were 
conducted between categories based on Age group and Gender, Age group and 
Education, Nationality and Education, Religion and Nationality, and Religion and 
Education. 
Inferential analysis was undertaken and the following tests were used to answer the 
research questions. The analysis compared the demographic variables of the 
participants with each factor, which included “Culture Factor”, “Kinship Factor”, 
“Religion Factor”, “Nursing Care Factor”, and “Communication Factor”.  
For the gender variable the analysis compared male and female participant responses 
with Culture factor, Kinship factor, Religion factor, Nursing Care factor and 
Communication factor scores to assumption of equal variance (Levene’s test) to see if 
there is any difference in the variances between male and female participants. This 
assumption was further explored by conducting an independent sample t-test. As male 
participants in this research study were 14 participants only (below 30 participants) 
checking normality distribution of the data was conducted which was violated in 
Kinship factor, and Nursing Care factor. Non parametric Mann-Whitney U test was 
conducted for these two factors instead of t-test, which had been conducted for 
Culture factor, Religion factor and Communication factor. 
For educational variable filtering the “Higher Diploma” holders, “Masters” holders 
and “Others” was conducted before running the test because only four nurses held a 
higher diploma, one nurse held a master and no participants were categorised under 
other. Simple t-test was conducted to check the assumption of equal variance to look 
for the differences between the groups. A t-test was conducted to check the 
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assumption of equal variance (Levene’s test) to look for differences between the 
bachelor holders and diploma holders. 
For nursing experience checking the normality of the score distribution and the 
direction of the correlation were conducted. The data shows normal distribution, 
which lead to use of Pearson correlation. The analysis looked at the relationship 
between experience and different factors using Pearson’s correlation. 
For working in Saudi Arabia, a checking for the normality of scores distribution and 
the direction of the correlation was conducted. It showed normal distribution which 
led to the use of Pearson’s correlation. The analysis looked at the relationship 
between experience and different factors using Pearson’s correlation. 
For the Nationality variable the options of ‘Indonesian”, “Pakistani” and “Others” 
was removed and checking the assumption of equal variance was conducted which 
had been violated for “Kinship factor”, “Nursing Care factor” and “ Communication 
factor”. For these factors, a Robust Welch Test was conducted followed by Dunnett 
T3 test. The results show there was a statistical significance between Filipino nurses 
and Indian nurses with the three factors. For “Culture factor” and “Religion Factor” 
the assumption of equal variance has not been violated which lead to the use of a One 
way ANOVA Test followed by Tukey HSD test. The analysis result shows there is 
statistical significance between Saudi nurses and Filipino nurses in “Culture factor” 
and statistical significance between Saudi nurses and Indian Nurses with “Religion 
factor”. The results also show statistical significance between Indian nurses and 
Filipino nurses with “Religion factor. 
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For “Religion” variable removing the response items of Buddhism, Atheism and 
Others was conducted. The analysis looked at the assumption of equal variance 
Levene’s test that showed violation of equal variance in the “Communication factor”. 
Robust Welch Test was conducted followed up by Dunnett T3 test. For “Culture 
factor”, “Kinship factor”, “Religion factor” and “Nursing Care factor” the assumption 
of equal variance was not violated which indicated the use of a One way ANOVA test 
followed by a Tukey HSD test for “Religion factor” which indicated statistical 
significance between Islam and Christian and between Islam and Hindu. A detailed 
discussion of the quantitative analysis is presented in chapter 6. 
 
Phase Two (Qualitative). 
The second phase of this research study utilised a explorative descriptive qualitative 
research method using semi structured face to face interviews.  A qualitative research 
method is a way to understand an individual’s experience, interpretation and practice, 
(Schneider, et al., 2007). Qualitative research seeks an “understanding of how human 
beings construct and make sense of the world in which they live, a social personal and 
inter-relational world that is complex, layered and can be viewed from different 
perspectives” (McLeod, 2001, p.2 cited inWelch, 2011, p. 110). Qualitative research 
explores peoples’ experience and the way in which individuals, groups and 
communities construct a collective meaning about their daily life  (Welch, 2011). The 
qualitative research phase was included as part of this mixed method design study 
because triangulation of methods could enhance the outcome of the research study 
and better answer the research questions (Creswell & Plano, 2007).  
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Sampling in phase two. 
The process of selecting participants in this phase was a purposive sampling process 
where the participants needed to meet selection criteria. The same inclusion criteria of 
selecting participants in phase one applied in this phase. Participants who participated 
in phase one of this research study were invited by a letter of invitation (included with 
the survey) to participate in phase two of this research study. Nurses who were 
interested in participating in an interview were asked to contact the researcher by 
email to arrange for an interview. Twenty seven nurses contacted the researcher and 
showed their interest in participating in a face to face interview. The proposed sample 
size for this phase was 30, with 27 agreeing to an interview. 
 
Interview. 
In the second phase of the research study the researcher used purposive sampling. It 
was the intention to conduct interviews with participants who had participated in 
phase one of the research study. Twenty seven participants contacted the researcher 
via email indicating they wished to be interviewed. Interviews were audio-recorded in 
order to be transcribed for further analysis and investigation. The researcher arranged 
an office in the hospitals where the participants work to conduct the interview. The 
researcher offered each participant the ability to choose the place and the time of the 
interview. The interview took about 45 minutes to be completed. The interview was a 
semi structured interview and as with the phase one instrument the questions were 
guided by the concepts of Leininger’s sunrise model (Appendix L). As each interview 
progressed the participants felt more comfortable and the researcher could ask deeper 
questions about the participant’s practice (Bernard & Ryan, 2010; LoBiondo-Wood, 
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& Haber, 2010). The researcher chose an area where the interviewees felt comfortable 
in order to improve the process of interview data gathering (Taylor & Ranse, 2011). 
Questions one, two, four and six were asked to understand how acute and critical care 
nurses considered cultural and religious patient’s values when they delivered care to 
their patients. Questions three, four and five were asked to obtain information from 
the participants concerning nursing care delivery processes and if practice needs to be 
adapted within an Islamic country in order to provide competent quality care. 
Question eight was asked to understand the way non Saudi nurses view and adapt care 
to fit with Saudi culture and Islamic religious values. Questions seven and eight were 
asked to identify the barriers and facilitating factors when nurses work in partnership 
with patients and their family taking into consideration cultural and religious beliefs. 
All questions were framed to add further meaning to the statistical result from phase 
one. 
 
Transcribing qualitative data. 
Audio recorded interviews were transcribed for further analysis. The researcher 
listened to the interviews many times and the transcription was written word for word. 
Efficient data collection and documentation are essential steps in qualitative research 
(Malterud, 2001). Listening to the audio recorded interview and transcribing the 
interviews took some time from start to finish. Using a computer program (NVivo 10) 
in analysing qualitative data improved the efficiency in management of the collected 
data. The researcher needed to follow guidelines to guide the process of organising 
and analysing the qualitative data. Guidelines in qualitative data collection and write 
up improve the quality of data collection and ensure the transcription of data if 
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conducted consistently and efficiently. In this study the researcher used Word 
documents to write transcripts of the interviews. The data was transcribed word for 
word to make sure responses of the participants were presented correctly. An issue 
with data transcription was that the participants were not English language native 
speakers, which lead to incorrect sentence structure or mixing some common used 
Arabic words with English. The researcher needed to edit some sentences, making 
sure it did not change the meaning provided by the participants. Editing was used to 
remove repeated words or sentences by inserting missing word in sentences. For 
example the researcher asked the participants about patient’s educational level and 
how educational levels may influence nursing care.  A participant answered the 
question as follow:  
“The main thing I have noticed, almost all the Saudi peoples are very 
demanding. Not all Saudis, but almost all the Saudis. Some people have good 
education, higher education; they will be okay compared with the others” 
 
The researcher edited this participant statement by adding a few clarifying words at 
the end of the sentence between two brackets to clarify the meaning of the sentences 
as follow: 
“The main thing I have noticed, almost all the Saudi peoples are very 
demanding. Not all Saudis, but almost all the Saudis. Some people have good 
education, higher education; they will be okay compared with the others [who 
have lower education level]” 
 
Another example where the researcher edited the sentences to clarify the meaning by 
adding some words between brackets is as follows: 
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“We can understand each other and we can easily communicate with them 
unlike those who came from [rural area] such as “Tuhama area” (Name of 
remote rural area in the region where this study took place), sometimes even 
though it's Arabic it's different from what we have learned here in this region. 
They have different language (dialect). For example, a urinal, some will call it 
“Shukan” some will say it's a “Bowl” so that there is really a difference 
language (dialect)”. 
 
Phase two data analysis. 
Simple thematic analysis was used to analyse the data collected in this phase of the 
research study (Creswell, 2007). Analysis involved a process which included 
discovering themes and subthemes, describing core and peripheral elements of 
themes, building hierarchies of themes, applying themes or attaching them to chunks 
of actual text (Bernard, Ryan, 2010). After transcribing the audio interview the 
researcher read through each transcript several times and identified emerging themes 
to highlight them. NVivo was used to help the researcher to manage and analyse the 
data. Codes were given to each section highlighted in the text. The researcher 
extracted words and phrases and counted how much was highlighted to maintain the 
experience or situation mentioned by the participant in the text. Themes were counted 
and linked to each research question. Themes were organised and arranged in order of 
importance and the frequency number of repetition of each theme presented in the 
participant’s responses to the questions. Unique statements that did not fit with others 
were also sought and considered. The unique statements were reviewed and 
subthemes were developed. Subthemes were organised and added under themes based 
on the Idea or the information provided from the participants. 
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Qualitative rigor. 
Qualitative research required an approach that was guided by the principles of rigor 
(Houghton, Casey, Shaw & Murphy 2013). There are different principles a researcher 
may use to establish rigor in Qualitative research. The most common approach was 
proposed by Lincoln and Guba, with four essential concepts to consider: Credibility, 
Transferability, Dependability and Confirmability (Houghton et al. 2013; Thomas & 
Magilvy, 2011). 
 
 Credibility. 
Credibility is similar to internal validity of quantitative research and refers to the 
values and believability of the findings extracted from the participant’s responses. To 
establish Credibility in qualitative research, the researcher may review each 
participant’s transcript individually looking for similarity within and across the 
participants (Thomas & Magilvy, 2011). 
 
 Transferability. 
Transferability is the capability to transfer the research methodology or findings from 
a particular group of participants to another group that may be similar (Thomas & 
Magilvy, 2011). Transferability can be achieved when the finings of the research can 
be transferred to another similar situation or context while still preserving the same 
meaning and inferences from the original study (Houghton et al., 2013). 
Transferability is viewed by Polit and Beck (2004) as a sampling and design issue, 
rather than an issue relating to the soundness of data per se. The investigator is 
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required to provide sufficient descriptive data so that consumers can evaluate the 
applicability of the data to other contexts. A ‘thick description’ refers to a rich and 
thorough description of the research setting/context and of the transactions and 
processes observed during the inquiry. For this research study Transferability was 
established by establishing in depth description of the demographic data of the 
participants and the geographic boundaries of the study (Thomas & Magilvy, 2011). 
 
 Dependability. 
Polit and Beck (2004, p. 434) define dependability as “referring to the stability of the 
data over time and conditions”. According to Shenton (2004) the processes within the 
study should be reported in detail or viewed as a study design that is a ‘prototype’ for 
future researchers. The text of the research report should include sections devoted to 
the research design and its implementation, the operational detail of data gathering, 
and a reflective appraisal of the project. Dependability is similar to reliability in 
Quantitative research and it suggests how the qualitative data is stable (Houghton et 
al., 2013). Dependability according to Houghton et al., (2013, p.14) “can establish 
when another researcher follows the same decision or choice used the research in the 
study to provide a rational for the methodological and interpretative judgment of the 
researcher”. To achieve an audit trail in this research study, the researcher provided a 
specific description of the study purpose and discussion concerning how and why 
those participants were chosen to participate in this research study. Description of 
interview transcribing was presented as well in this methods chapter followed by the 
actual findings from the qualitative data presented (See chapter 7). To establish 
dependability the research supervisors supported the researcher with data analysis to 
identify emerging themes and sub themes and reviewed the process of the analysis. 
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 Confirmability. 
Confirmability occurs when credibility, transferability and dependability have been 
established (Houghton et al., 2013; Thomas & Magilvy, 2011). Polit and Beck (2004, 
p. 435) detail that confirmability “is the objectivity or neutrality of the data, meaning 
the potential for congruence between two or more independent people about the 
data’s accuracy, relevance, or meaning”. Polit and Beck (2004) and Shenton (2004) 
concur that the use of an audit trail allows an observer to trace the research step-by-
step via the decisions made and procedures described. Polit and Beck (2004) describe 
six classes of records that can be used to create an audit trail: (1) the raw data 
(interview transcripts), (2) data reduction and analysis products (theoretical notes and 
working hypotheses), (3) process notes (methodological notes and notes from member 
checking), (4) materials that relate to the researchers intentions and dispositions 
(reflexive notes), (5) instrument documentation (questions and forms), and (6) data 
reconstruction products (drafts of final reports). 
 
This research therefore approached the design of the study to capture the everyday 
language of the participants and will involve prolonged discussion of the topic to 
enable understanding by the researcher and development of a ‘thick’ description. 
Multiple referents will be used to draw conclusions of the data and include individual 
interviews, multiple sites of the interviews, varied age and years of experience of the 
participants and members checking of the accuracy of the data throughout the data 
collection process. 
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Ethical Considerations. 
Participants were informed that they had the liberty to withdraw at any time from the 
research study prior to conducting the interview. Withdrawal from the study was 
possible up to the time of data analysis and integrated write up. Participants were 
assured that their responses, whether in the survey or in the interview, would be kept 
confidential. The information provided by the study participants was not revealed to 
any other people other than the researcher and the supervisors from Royal Melbourne 
Institute of Technology University (RMIT). Necessary information concerning this 
research study was presented to the participants in a letter of invitation in the form of 
a participant information sheet (Appendix M). Eliciting information from the 
participant, whether in survey or in the interview, has the potential to cause anxiety 
for some participants, but they were assured that it was unlikely that they would suffer 
physically or mentally by participating in this research study (Burns & Grove, 2006). 
Informed consent meant the researcher provided participants with  specific 
information about the research study and what was required if they choose to 
participate, allowing them to decide whether to participant in the  study or not 
(Schneider et al., 2007). The aims of the study were explained to the participants 
using simple English and avoiding academic terms that may not be known by 
ordinary people. In this research study consent forms (Appendix L) were supplied to 
the phase 2 participants with an invitation letter where the study aims and objectives 
were explained clearly to the participants. Consent was implied in phase one by the 
participant returning an anonymous survey.  
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An Application for Review of Negligible and Low Risk Research by the College 
Human Ethics Advisory Network (CHEAN) was submitted to RMIT University 
Human Ethics Committee and the approval was sought prior to starting the process of 
data collection (Appendix F). After approval by the RMIT University Human Ethics 
Committee was obtained, the researcher contacted the General Directorate of 
Research Study and Conduct in the Ministry of Health in Saudi Arabia to ask for their 
approval to conduct this research study in the MOH hospitals in the southern regions 
of Saudi Arabia. Ethical approval from the ethical committee of MOH in Saudi 
Arabia was obtained (Appendix O). Letters in Arabic were sent to the regions by the 
General directorate of research and conduct (Appendixes F-J). 
Confidentiality of the participants in this research study was protected. Personal 
details such as names and other information were only used for the purpose of data 
collection for this research study. The data in this research study was stored in the 
researcher’s personal computer, which was locked and password protected. The 
consent form and the survey were obtained from the participants in hardcopy and 
were carried in the cabin on the airplane by the researcher on return to Australia. The 
interviews were audio recorded using a Sony MP3 recorder carried in the cabin on the 
airplane by the researcher back to Australia and the interview records were transferred 
to the researcher’s personal computer.  
Storage of collected data after the submission of the study thesis will be as follows: 
the survey forms collected from the participants, and the consent form, will be kept in 
a secure place at RMIT University for five years. The audio record of the interview 
will be downloaded onto a CD and kept at the university in a secure place for five 
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years. No one will have the authority to access the data collected in this research 
study unless a permit is sought from the RMIT University Human Ethics committee. 
 
Conclusion 
This chapter has described the methodology used to conduct this research study. A 
mixed method approach was used to obtain data to answer the research questions. 
Both quantitative and qualitative data analysis proved an efficient way to answer 
research questions and provide rich data. Quantitative data collection and analysis 
provided numerical information which was followed by a qualitative data collection 
phase to analyse and provide an understanding of nurses’ adaptation of Islamic values 
and cultural customs of the Saudi Arabian population when care is delivered. A 
University statistician guided the statistical analysis of quantitative data. Data 
collection for phase one was based on a developed survey guided by the concepts of 
Leininger’s sunrise model. Demographic data and diagnostic data were collected. 
Descriptive and inferential statistics were the methodologies described to be used to 
analyse data from this phase. Phase two data collection was based on face to face 
semi structured interviews. A thematic analysis description was introduced for 
analysis of the data collected in phase two of this research study. 
Confidentiality, anonymity and protection of human rights were carefully managed 
during the research process as advised in the human research ethical guidelines. 
Managing data and storage of the information collected in this research study was 
introduced and explained in this chapter. The next two chapters present the results for 
the quantitative phase of the research study
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Chapter Six 
Quantitative Data Analysis 
Introduction 
This chapter focuses on presenting the outcome of the descriptive analysis of the 
study. Descriptive statistics of Islamic values and cultural customs that influence 
delivery of Acute and Critical Care services to patients admitted to Saudi Arabian 
Hospitals were examined. The data collection in this study comprised two phases. 
Phase one in this study has included survey demographic data, and the questionnaire 
relating to how Islamic values and cultural customs influence the nursing care 
delivery process. The inferential statistical analysis will be presented in the next 
chapter (Chapter 7). 
The survey was designed in two parts.  The Demographic section included several 
questions designed to capture demographic characteristics of the participants (Age, 
Gender, Education, Nursing Experience, Saudi Arabian Experience, Nationality, and 
Religion). The second part of the survey explored Islamic values and cultures and 
comprised 66 items scored on a 4 point Likert scale. Part two is divided into 12 
sections, which include Worldview, Ethnohistory, Kinship and Social Factors, 
Cultural Values, Beliefs and Way of Life, Religious/Spiritual/Philosophical Factors, 
Technological Factors, Economic Factors, Political and Legal Factors, Educational 
Factors, Language and Communication, Personal and Genetic (Folk or Lay) Care 
Beliefs and Practice, and General and Specific Nursing Care. 
	  
	   	   135 
	  
Response 
The southern regions of Saudi Arabia are serviced by 62 Hospitals (MOH, 2011). 
Those hospitals are categorised into different hospital levels based on the availability 
of equipment and devices or providing a certain level of health care services. The 
researcher visited most of the hospitals that have Acute and Critical care services to 
obtain participants for this study. The total number of survey forms distributed by the 
researcher in this study was 500. The researcher provided the survey forms to the 
nursing education departments of each hospital and nursing educators took the 
responsibility to distribute them among the nurses that met the inclusion criteria for 
participants of this research study. As an extra precaution to ensure the survey 
reached the target population, the researcher visited each acute and critical care area 
of the hospitals included in this study. The researcher met the head nurses of each unit 
and explained to them the study aims, objectives, and the benefits that may be gained 
by nurses and patients by way of improving the quality of the patient’s care in the 
unit. The researcher provided sealed boxes on each unit to collect the voluntarily 
returned survey. The researcher collected these boxes three weeks after the 
distribution of the survey. The overall response rate was 94.6%, 473 participants 
voluntarily participated in this research study.  
During the process of data entry to the SPSS program the researcher reviewed each 
form and removed the forms which incomplete and unusable. This process resulted in 
a response rate of 89.6%, with 448 completed survey forms entered into the SPSS. 
The high response rate in this study is due to many factors. The topic of this study 
was very interesting to many participants, with the researcher receiving some emails 
from nurses showing their appreciation to the researcher for conducting this type of 
research study. Also, the southern regions of Saudi Arabia is a rural area and does 
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have large amounts of research occurring compared with other regions in the country 
like Riyadh or Jeddah. Nurses may have found this research study gave them a chance 
to explain their feelings and practices to somebody to improve clinical practice. 
Descriptive Statistics 
Overview of the demographic data. 
Part one of the survey is the demographic section and it is comprised of seven items 
requiring numerical responses or a tick to an item from several choices. The 
demographic information includes age, gender, education, nursing experience, 
working in Saudi Arabia experience, nationality, and religion. 
 
Age. 
The participants were asked to indicate their age from five age group options. Table 5 
summarises the age groups and the number of participants in each group. The first 
category represented the age group from 20 to 30 years. This group was the largest 
group in age categories, comprised of 272 participants, representing 60.7% of the total 
number of the participants in this study. Most of the participants were in the 20-30 
age group which reflects Saudi Arabia policy of recruitment to cover the nursing 
shortage in health care services. Many young nurses choose to work in Saudi Arabia 
because they will be paid a higher salary than what they as receiving in their home 
countries. Some nurses also want to have an experience by working in Saudi Arabia 
to got a better chance to apply to work in western countries. The second age category 
is 31-40 years old. This group comprised 115 participants representing 25.7% of the 
total participants in this research study. The third age group is 41-50 years old and 
this group includes 44 participants representing 9.8% of the participants. The fourth 
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age group is 51-60 years old, and this group includes 16 participants representing 
3.6% of the total number of the participants in this research study. The last age group 
is ‘More than 61’, with only one participant representing this group. 
Table 5 
Age groups and number of participants 
 
Age groups  
Frequency Percentage 
20-30 272 60.6% 
31-40 115 25.7% 
41-50 44 9.8% 
51-60 16 3.6% 
More than 61 1 .2% 
Total 448 100% 
 
Gender. 
Of the 448 participants, 434 were female, representing 96.9% of the total number of 
participants in this study. Only 14 participants were male Saudi national nurses, 
representing 3.1%. This reflects the Saudi Arabian government policy of recruiting 
female nurses because they are able to work with male and female patients without 
any restriction.  Male nurses cannot work with female patients due to Islamic values 
and cultural beliefs.  
 
Education. 
Respondents were asked to identify their educational level. Responses are presented 
in table 6 
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Table 6 
Educational level 
Education qualification 
Frequency Percent 
Diploma 143 31.9% 
Bachelor 300 67.0% 
Higher Diploma 4 .9% 
Total 448 100.0% 
 
As the table shows, the majority of the participants (n=300, 67%) held Bachelor 
qualifications. One hundred and forty three (31.9%) held a Diploma and this group 
comprised the second largest category of the participant’s age group. Only five 
participants (1.1%) held higher qualifications (Higher Diploma and Masters Degree). 
 
Experience. 
In this part of the demographic section the participants were asked to enter the 
number of years he/she had worked in the nursing profession. Table 7 summarises 
nurses’ experience in years. The range of nursing experience started from one year up 
to thirty seven years. Mean of nursing experience is 8.43 (SD 6.5). 
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Table 7 
Nursing Experience Statistics 
 
Statistics Number	  
Number of Participants 448 
Missing values 0 
Mean 8.43 
Median 6.00 
Standard Deviation 6.498 
Range 1-37 
 
 
	  
Working in Saudi Arabia. 
The participants were asked to indicate the number of years they had been working in 
Saudi Arabia. Table 8 shows the nurses’ years of experience in Saudi Arabia. The 
experience of nurses in Saudi Arabia ranges from 1 year to 29 years. Mean years of 
working in Saudi Arabia is 5.44 and median is 4 (SD 4.9).	  
	  
Table 8 
Working in Saudi Arabia 
 
Statistics Number	  
Number of Participants 448 
Missing values 0 
Mean 5.44 
Median 4.00 
Standard Deviation 4.939 
Range 1-29 
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Nationality. 
The nationality groups included by participants included Saudi Arabia, Philippines, 
India, Indonesia, Pakistan, and other. Table 9 summarises the distribution of the 
participants’ nationality in this study. Filipino nationality was the largest nationality 
group of the participants in this study, with 211 participants representing 47.1% of the 
total number of participants in this study. The second largest nationality group is 
Indian National nurses. There are 185 participants representing 41.3% of the 
participants. Saudi Arabian national nurses came in as the third biggest nationality. 
There are 46 Saudi nurses participating in this study representing 10.3%. Pakistan had 
three nurses for 0.7% of the participants. Indonesian nationals came at the bottom of 
the nationality list working in Saudi Arabia. No other nurses from Arab countries 
participated in this study. The other category includes one nurse from Nigeria and one 
from Somalia.  
 
Table 9 
Nationalities 
 
Nationality 
Frequency Present 
Saudi Arabia 46 10.3 
Philippines 211 47.1 
India 185 41.3 
Indonesia 1 .2 
Pakistan 3 .7 
Nationalities Not Specified 2 .4 
Total 448 100.0 
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Religion. 
The Participants were asked to identify their religion. Religions of the participants in 
this study included Islam, Christian, Hindu, Buddhist, and Atheist. Table 10 
summarises the data of identified religion. Three hundred and eight participants are 
Christian nurses, representing 68.8% of the total number of the participants in this 
study, and the largest religion in this study. Muslim nurses were the second largest 
group in this study with 117 nurses representing 26.1% of the total number of the 
participants. The Muslim nurses category includes all Saudi national nurses because 
all the Saudi nurses participating in this study were Muslim. 21 nurses are Hindu, 
representing 4.7% of the total number of the participants in this study.  Buddhist and 
Atheist nurses came at the bottom of the list with one nurse each representing these 
religions. 
 
Table 10 
Religions 
 
Religions Frequency Percent 
Islam 117 26.1 
Christianity 308 68.8 
Hinduism 21 4.7 
Buddhism 1 0.2 
Atheism 1 0.2 
Total 448 100.0 
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Cross tabulations 
 Age groups and Gender. 
A cross tabulation was conducted using the demographic variables of age and gender. 
Cross tabulation was used to explore the potential relationship between different 
categories of demographic data. Table 11 shows that there were 263 female 
participants in the youngest age group (20-30 years old) representing 58.71% of the 
total number of the participants in this study. There were only nine male participants 
in the same age group, representing 2.01% of the participants. This age group had the 
largest number of female participants of all the other age groups in this study. In the 
second age group (31-40 years old) there were 111 female participants representing 
24.78% of the study and only 4 male participants in this group representing 0.89%. 
The third age group (41-50 years old) shows that there are 44 female participants 
representing 9.82%, while there were no male participants in this age group. There 
were 15 female participants in the age group (51-60 years old) representing 3.35% 
and one male participant represented 0.22% of the total number of the participants in 
this research study. The last age group had (more than 61 years old) only one female 
participant, representing 0.22%. 
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Table 11  
Age groups and Gender 
 
Age groups 
Gender 
Total 
Male Female 
20-30 
9 
2.01% 
263 
58.71% 
272 
60.71% 
31-41 
4 
0.89% 
111 
24.78% 
115 
25.67% 
41-50 0 
44 
9.82% 
44 
9.82% 
51-61 
1 
0.22% 
15 
3.35% 
16 
3.57% 
More than 61 0 
1 
0.22 
1 
0.22% 
Total 
14 
3.13% 
434 
96.88% 
448 
100.00% 
 
Age groups and Education. 
A cross tabulation was conducted using the demographic variables of age and 
education. Educational levels in this research study are grouped as Diploma, 
Bachelor, Higher Diploma, Masters, Doctorate, and others. Table 12 represents the 
distribution of the participants based on their age groups and educational levels. The 
last two categories of educational level are not presented in this table because no 
participants fall into these categories. The total number of participants in the first age 
group (20-30 years old) is 272. Fifty nine participants (13.2%) are holding a Diploma 
in Nursing. The Bachelor degree holders in this age group (210 participants) represent 
46.9% of the total number of the participants in this research study. Bachelor degree 
holders represent the largest number of participants compared with other educational 
level participants over all age groups. Higher Diploma holders (two participants)
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represent 0.44%. Only one participant has a Masters degree (0.22%). The second age 
group (31-40 years old) has 115 participants distributed as follows: 63 participants 
(14.1%) holding a Diploma, 51 participants (11.4%) holding a Bachelor degree, one 
participant (0.22%) holding a Higher Diploma, and no one in this age group holding a 
Masters. The third age group (41-50 years) had 44 participants. Seventeen participants 
(3.8%) hold a Diploma and 26 participants (5.8%) hold a Bachelor in Nursing. One 
participant is holding a Higher Diploma in Nursing (0.22%). The fourth age group 
(51-60 years old) has 16 participants. Four participants (0.9%) hold a Diploma in 
Nursing and 12 participants (2.7%) hold a Bachelor degree in Nursing.  The last age 
group (more than 61 years old) has only one participant holding a Bachelor of 
Nursing. 
 
Table 12 
Age groups and Education 
 
Age groups 
Education levels 
Total 
Diploma Bachelor 
Higher 
Diploma 
Master 
20-30 
59 
13.2% 
210 
46.9% 
2 
0.44% 
1 
0.22% 
272 
60.7% 
31-40 
63 
14.1% 
51 
11.4% 
1 
0.22% 
0 
115 
25.7% 
41-50 
17 
3.8% 
26 
5.8% 
1 
0.22% 
0 
44 
9.8% 
51-60 
4 
0.9% 
12 
2.7% 
0 0 
16 
3.6% 
More than 61 0 
1 
0.22% 
0 0 
1 
0.22% 
Total 
143 
31.9% 
300 
67% 
4 
0.9% 
1 
0.22% 
448 
100% 
	   	   145 
	  
Nationality and Education. 
A cross tabulation was conducted using the demographic variables of nationality and 
education. The participants in this study can be distributed among five nationalities. 
Table 13 summarises the number of participants and their educational levels. Filipino 
nationals are the largest nationality participating in this study holding a Bachelor 
degree, representing 44.42% (n=199) of the total number of the participants in this 
research study. There was 11 Diploma holders and one Higher Diploma holder.  
The second largest nationality participants are the Indian national nurses with 184 
participants in this research study. Ninety two participants (20.54%) have a Diploma 
in Nursing. There are 90 Indian nurses with Bachelor degrees among the participants, 
representing 20.09% of the total number of the participants. There were two Higher 
Diploma holders and one with a Masters degree in Nursing. 
The third largest nationality in this research study was Saudi Arabia with 46 
participants. The majority of Saudi participants were holding a Diploma in Nursing. 
Thirty five Saudi participants had a diploma which represented 7.67% of the total 
number of the participants in this research study. Ten Saudi participants had a 
Bachelor of Nursing (2.23%) and only one Saudi held a Higher Diploma. Low 
numbers of Saudi nurses holding a bachelor degree in nursing may have some 
influence on the Saudization process the government tried to implement in health care 
services. This issue will be discussed further in the discussion chapter of this research 
study. There was only one participant from Indonesia and three participants from 
Pakistan. Only one participant represented other nationalities.  
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Table 13 
Nationality and Education 
 
Nationality 
Education levels 
Total 
Diploma Bachelor 
Higher 
Diploma 
Master 
Saudi Arabia 
35 
7.81% 
10 
2.23% 
1 
0.22% 
0 
46 
10.27% 
Philippines 
11 
2.46% 
199 
44.42% 
1 
0.22% 
0 
211 
47.10% 
India 
92 
20.54% 
90 
20.09% 
2 
0.44% 
1 
0.22% 
185 
41.29% 
Indonesia 
1 
0.22% 
0 0 0 
1 
0.22% 
Pakistan 
3 
0.66% 
0 
 
0 0 
3 
0.66% 
Others 
1 
0.22% 
0 0 0 
1 
0.22% 
Total 
143 
31.92% 
300 
66.96% 
4 
0.89% 
1 
0.22% 
448 
100% 
 
Religion and Nationality. 
A cross tabulation was conducted using the demographic variables of religion and 
nationality. Table 14 summarised the number of participants in each religion based on 
their nationalities. Christian nurses are the largest religious group of the participants 
who took part in this research study, with 308 Christian Nurses participating. The 
Christian nurses who participated in this research came from two nationalities: 
Filipino nationals with 152 participants representing 33.93% and Indian national 
nurses with 156 participants representing 34.82% of the total number of participants 
in this research study.  
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Islam is the main religion among Saudi Arabian nationals. In this study 64 Saudis 
participated and all of them were Muslim, representing 10.27% of the total number of 
the participants in this research study. Fifty eight Muslim nurses from Philippines 
represent 12.95%. Seven Muslim Indian nurses participated in this research (1.56%). 
Three Pakistani nurses represented 0.67% of the study sample and were all Muslim. 
The Indonesia and other nationality category had only one Muslim participant.  
Hindi religion participants came in as the third group. All the participants in this 
category are Indian (n=21) representing 4.69% of the total number of the participants 
in this research study. Buddhism and Atheism had one participant each (0.22%). 
Table 14 
Religion and Nationality 
 
Religion 
Nationality 
Total Saudi 
Arabia 
Philippines Indian Indonesia Pakistan Others 
Islam 
46 
10.27% 
58 
12.95% 
7 
1.56% 
1 
0.22% 
3 
0.67% 
1 
0.22% 
117 
26.12% 
Christianity 0 
152 
33.93% 
156 
34.82% 
0 0 0 
308 
68.75% 
Hinduism 0 0 
21 
4.69% 
0 0 0 
21 
4.69% 
Buddhism 0 
1 
0.22% 
0 0 0 0 
1 
0.22% 
Atheism 0 0 
1 
0.22 
0 0 0 
1 
0.22% 
Total 
46 
10.27% 
211 
47.10% 
185 
41.29% 
1 
0.22% 
3 
0.66% 
1 
0.22% 
448 
100% 
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Religion and Education. 
A cross tabulation was conducted using the demographic variables of religion and 
education. As shown in Table 15 the largest numbers of participants are Christian. 
Their educational qualification levels are distributed as follows: 87 Nurses with a 
Diploma in Nursing, 218 Nurses holding a Bachelor degree, and three nurses holding 
a Higher Diploma. 
Muslim Nurses have the second largest age group of the participants in this research 
study. Forty nine Muslim nurses were holding a Diploma in nursing representing 
10.94% of the study. Sixty seven nurses hold a Bachelor degree representing 14.96% 
of the study sample. There was one Higher Diploma holder (0.22%).  
Of the Hindu nurses participating in this research, six nurses have a Diploma in 
Nursing, 14 nurses has a Bachelor degree and one nurse had a Masters degree in 
Nursing. The Buddhism category had one nurse with a Bachelor degree and the 
Atheist nurse had a Diploma in Nursing. 
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Table 15  
Religion and Education  
 
Religion 
Education level 
Total 
Diploma Bachelor 
Higher 
Diploma 
Master 
Islam 
49 
10.94% 
67 
14.96% 
1 
0.22% 
0 
117 
26.12 
Christianity 
87 
19.42% 
218 
48.66% 
3 
0.67% 
0 
308 
68.75% 
Hinduism 
6 
1.34% 
14 
3.13 
0 
1 
0.22% 
21 
4.69% 
Buddhism 0 
1 
0.22% 
0 0 
1 
0.22% 
Atheism 
1 
0.22% 
0 0 0 
1 
0.22% 
Total 
143 
31.92% 
300 
66.96% 
4 
0.89 
1 
0.22% 
448 
100% 	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Survey overview. 
The survey includes 66 items initially categorised into 12 subscales. Each category 
represents one factor of Leininger’s Sunrise model, which includes Worldview, 
Ethnohistory, Kinship and Social Factors, Cultural Values, Beliefs and Way of Life, 
Religious/Spiritual/Philosophical Factors, Technological Factors, Economic Factors, 
Political and Legal Factors, Educational Factors, Language and Communication, 
Personal and Genetic (Folk or Lay) Care Beliefs and Practice, and General and 
Specific Nursing Care. Table 16 shows the structure of the original instrument 
according to the factor analysis and aligned to Leininger’s subscales.   
In the diagnostic section of the survey the participants were asked to choose their 
answers by selecting one answer from the 4 options, scored on a 4 point Likert scale. 
The Likert scale was organised as follows: number 1 is “Strongly Disagree”, number 
2 is “Disagree”, number 3 is “Agree”, and number 4 is “Strongly Agree”. The 
descriptive data of the 12 factors of the survey will be presented here.  
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Table 16 
Survey overview 
 
Section Name Section Label Number of 
items in section 
Items labels 
Worldview Worldview 2 Item1&2 
Ethnohistory Ethnohistory 3 Item3-Item5 
Kinship and Social Factors Kinship 9 Item6-Item14 
Cultural Values, Beliefs and 
Ways of Life 
Culture 13 Item15-Item27 
Religious/Spiritual/ Philosophical 
Factors 
Religion 14 Item28-Item41 
Technological Factors Technology 4 Item42-Item45 
Economic Factors Economics 4 Item46-Item49 
Political and Legal Factors Politics 3 Item50-Item52 
Educational Factors Education 1 Item53 
Language and Communication Language 2 Item54-Item55 
Personal and Genetic (Folk or 
Lay) Care Beliefs and Practice 
General Care 5 Item56-Item60 
General and Specific Nursing 
Care 
Nursing Care 6 Item61-Item66 
 
Worldview. 
 “Worldview” is the first subscale presented in this research study, which includes 2 
items. Table 17 summarised the responses of each question of overview subscale. 
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Table 17 
Worldview 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 1 26 
5.8% 
93 
20.8% 
256 
57.1% 
73 
16.3 
448 
100% 
Item 2 52 
11.6% 
116 
25.9% 
209 
46.7% 
71 
15.8% 
448 
100% 
 
The participants were asked in item 1, to consider if “Saudi Arabian patients perceive 
nurses to be highly professional health care providers?” The responses to this question 
showed 57.1% (N=256) of the participants agree with the statement and 20% (n=93) 
disagree. Also, 16.3% (n=73) strongly disagree and 5.8% (n=26) strongly agree with 
this statement. 
Item 2 participants were asked, to consider if “Saudi Arabian patients are triaged and 
treated based on their social and political status?” and the responses came as follows. 
46.7% (n=209) of the participants agree with this question, 25.9% (n=116) 
participants disagree with this question. 15.8% (n=71) participants strongly disagree 
with that question, and 11.6% (n=52) of the participants strongly agree.  
 
Ethnohistory. 
The second subscale is Ethnohistory, which includes three items. Table 18 
summarised the responses of the participants to those items.  
 
 
	   	   153 
	  
Table 18 
Ethnohistory 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 3 7 
1.6% 
23 
5.1 
319 
71% 
99 
22.1% 
448 
100% 
Item 4 22 
4.9% 
90 
20.1% 
267 
59.6% 
69 
15.4% 
448 
100% 
Item 5 10 
2.2% 
95 
21.2% 
282 
62.9% 
61 
13.6% 
448 
100% 
 
Item 3 asked the participants to give their opinion on this statement, “I need to know 
and understand the Saudi Arabian culture values and beliefs”. Seventy one percent 
(n=319) of the participants agreed with the statement and 22.1% (n=99) of 
participants strongly disagreed. While 5.1% (n=23) of participants disagreed and 
1.6% (n=7) of participants strongly disagreed with this statement. 
Item 4 on the subscale asked the participants whether, “The region where a Saudi 
Arabian patient comes from will influence the way critical and acute care nursing care 
is delivered to them”. The responses were as follows: 59.6% (n=267) of the 
participants agreed with this statement and 15.4% (n=69) strongly agreed with this 
statement. The negative responses of the participants to this statement were that 
20.1% (n=90) of the participants disagreed and 4.9% (n=22) of participants strongly 
disagreed. 
Item 5 asked the participants whether “The region where a Saudi Arabian patient 
comes from will influence the way they accept critical and acute care nursing care”. 
Two hundred and eighty eight participants agreed with this question representing 
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62.9% of the total number of the participants in this research study. Sixty one 
participants (13.6%) strongly agreed with the question. 95 participants (21.1%) 
disagreed and ten participants 2.2% strongly disagreed with this item question.  
 
Kinship and social factors. 
The third subscale in this research study is kinship and social factors and it comprised 
nine items. Table 19 summarised the responses of the participants to the items of the 
subscale. 
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 Table 19 
 Kinship and social factors 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 6 4 
.9% 
27 
6% 
256 
57.1% 
161 
35.9% 
448 
100% 
Item 7 13 
2.9% 
36 
8% 
276 
61.6% 
123 
27.5% 
448 
100% 
Item 8 40 
8.9% 
107 
23.9% 
196 
43.8% 
105 
23.4% 
448 
100% 
Item 9 21 
4.7% 
38 
8.5% 
196 
43.8% 
193 
43.1% 
444 
100% 
Item 10 65 
14.5% 
173 
38.6% 
142 
31.7% 
68 
15.2% 
448 
100% 
Item 11 22 
4.9% 
58 
12.9% 
288 
64.3% 
80 
17.9% 
448 
100% 
Item 12 48 
10.7% 
107 
23.9% 
199 
44.4% 
94 
21% 
448 
100% 
Item 13 19 
4.2% 
61 
13.6% 
292 
65.2% 
76 
17% 
448 
100% 
Item 14 7 
1.6% 
47 
10.5% 
299 
66.7% 
95 
21.2% 
448 
100% 
 
Item six asked participants to choose the answer that represented their opinion to this 
statement, “Saudi Arabian patients have strong and extended family relationships”. 
Most of the participants (n=256) agreed with this statement representing 57% of the 
total number of the participant in the research study. One hundred and sixty one 
participants representing 35.9% of the total participants in this study strongly agreed 
with the statement. Whilst, 27 participants (6%) disagreed with the statement and four 
participants (.9%) strongly disagreed. 
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Item 7 is asked the participants’ opinions on whether “Satisfying family members’ 
needs of Saudi Arabian patients in the acute and critical care area is very important in 
the process of delivering effective nursing care” and the responses were as follows. 
Two hundred and seventy six participants agreed (61.6%). One hundred and five 
participants, representing 27.5% of the study sample, strongly agreed with this 
question. Thirty six participants (8%) disagreed with the question and 13 participants 
(2.9%) strongly disagreed with the question. 
In item 8 participants were asked to respond to the statement “I do not believe family 
members should be present in the critical care area at any time”. One hundred and 
ninety six participants agreed with the statement, representing 43.8% of the 
participants in the research study. 105 participants (23.4%) strongly agreed with the 
statement. The number of the participants who disagreed with the statement was 107 
participants representing 23.9% of the study sample and 40 participants (8.9%) 
strongly disagreed with the statement. 
Item 9 asked the participants to choose their response to the following statement 
“Family members should not be present when there are critical procedures performed 
on patients” and their answers came as follows. One hundred and ninety six 
participants (43.8%) agreed with the statement. One hundred and ninety three 
participants (43.1%) strongly agreed. Thirty eight participants (8.5%) disagreed and 
21 participants (4.7%) strongly disagreed with this statement. 
Question 10 asked the participants to choose their response to the statement “Family 
members should not be present when the patient is dying”, and the answers came as 
follows. One hundred forty two participants (31.7%) agreed with the statement, and 
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68 participants (15.2%) strongly agreed. The disagree response was chosen by 173 
participants (38.6%) and the remaining participants (n=65, 14.5%) strongly disagreed 
with this statement. 
Item 11 asked the participants to choose the answer that reflected their opinion on this 
question: “When an 18 year old Saudi Arabian woman is admitted to ICU 
unconscious and her father is not available, her 18 year old, eldest brother should be 
consulted in relation to her care”. Two hundred and eighty eight participants agreed 
with the question representing 64.3% of the total number of the participants in this 
research study. Eighty participants (17.9%) strongly agreed with the question. Fifty 
eight participants (12.9%) disagreed and 22 participants (4.9%) strongly disagreed 
with this research question. 
Item 12 asked the participants to choose the response that reflected their opinions on 
this question: “Saudi Arabian family members may use influence of political leaders, 
rich people or others to obtain professional care for their relatives”. One hundred and 
ninety nine participants (44.4%) agreed and 94 participants (21%) strongly agreed 
with the question. While 107 participants (23.9%) disagreed with the question, 48 
participants (10.7%) strongly disagreed. 
Item 13 asked the participants to choose their respond to the following statement, “In 
Saudi Arabian culture the young are always subordinate to the elders”. Two hundred 
and ninety two participants (65.2%) agreed with the statement and 76 participants 
(17%) strongly agreed. Sixty one participants (13.6%) disagreed and 19 participants 
(4.2%) strongly disagreed with the statement. 
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Item 14 asked the participants this question, whether “Saudi Arabian patients may 
need to consult with their family before giving an opinion about their care”. Two 
hundred and ninety nine participants (66.7%) agreed with the question and 95 
participants (21.2%) strongly agreed with the question. Forty seven participants (10.5) 
disagreed and seven participants (1.6%) strongly disagreed with this question. Item 14 
is the last question in this section and we will move to the fourth subscale of the 
survey. 
 
Cultural Values, beliefs and ways of life. 
The fourth subscale of the survey is cultural values, beliefs and ways of life, and 
comprised 13 items. Table 20 summarised the items and the number of responses 
participants selected for each item. Questions asked of each item are presented after 
the table with the answers of the participants. 
 
 
 
 
 
 
 
 
 
 
 
 
	   	   159 
	  
 Table 20 
 Cultural values, beliefs and ways of life 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 15 10 
2.2% 
44 
9.8% 
191 
42.6% 
203 
45.3% 
448 
100% 
Item 16 41 
9.2% 
162 
36.2% 
156 
34.8% 
89 
19.9% 
448 
100% 
Item 17 57 
12.7% 
230 
51.3% 
139 
31% 
22 
4.9% 
448 
100% 
Item 18 24 
5.4% 
186 
41.5% 
187 
41.7% 
51 
11.4% 
444 
100% 
Item 19 29 
6.5% 
109 
24.3% 
238 
53.1% 
72 
16.1% 
448 
100% 
Item 20 8 
1.8% 
29 
6.5% 
269 
60% 
142 
31.7% 
448 
100% 
Item 21 11 
2.5% 
54 
12.1% 
271 
60.5% 
112 
25% 
448 
100% 
Item 22 18 
4% 
106 
23.7% 
258 
57.6% 
66 
14.7% 
448 
100% 
Item 23 20 
4.5% 
102 
22.8% 
276 
61.6% 
51 
11.2% 
448 
100% 
Item 24 29 
6.5% 
97 
21.7% 
266 
59.4 
56 
12.5% 
448 
100% 
Item 25 44 
9.8% 
196 
43.8% 
185 
41.3% 
23 
5.1% 
448 
100% 
Item 26 36 
8% 
177 
39.5% 
193 
43.1% 
42 
9.4% 
448 
100% 
Item 27 11 
2.5% 
93 
20.8% 
305 
68.1% 
39 
8.7 
448 
100% 
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Item 15 asked the participants to give their opinion on the following statement: “Islam 
influences Saudi Arabian lifestyle”. One hundred and ninety one participants (42.6%) 
agreed with the statement and 203 participants (45.6%) strongly agreed. Forty four 
participants (9.8%) disagreed and ten participants (2.2%) strongly disagreed with this 
statement. 
 
Item 16 was whether “It is never acceptable for Saudi Arabian women to have a non-
female health professional caring for them” and the responses of the participants to 
this question are as follows. One hundred and fifty six participants (34.8%) agreed 
and eighty nine participants strongly agreed. One hundred and sixty two participants 
(36.2%) disagreed and 41 participants strongly disagreed with this research question. 
 
Item 17 asked the participants to choose the response reflecting their opinion on the 
following statement: “Saudi Arabian men will always insist on being examined by 
male health professionals”. One hundred and thirty nine participants (31%) agreed 
and 22 participants (4.9%) strongly disagreed. Two hundred and thirty participants 
(51.3%) disagreed and 57 participants (12.7%) strongly disagreed with this statement.  
 
Item 18 asked the participants whether “Younger Saudi Arabian men tend to be more 
demanding than elderly men in relation to a requirement to have a male nurse care for 
them” and the responses as follow. One hundred and eighty seven participants 
(41.7%) agreed and 51 participants (11.4%) strongly agreed with this question. One 
hundred and eighty six participants (41.5%) disagreed and 24 participants (5.4%) 
strongly disagreed with the question.  
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Item 19 asked the participants about the following statement, “All Saudi patients that 
I have cared for have the same cultural beliefs”. Responses from the participants can 
be summarised as follows. Two hundred and thirty eight participants (53.1%) agreed 
and 72 participants (16.1%) strongly agreed with the statement. One hundred and nine 
participants (24.3%) disagreed and 29 participants (6.5%) strongly disagreed. 
 
Item 20 asked the participants to choose their responses to the following question, 
whether “Whilst delivering acute and critical nursing care to patients, nurses need to 
consider the patients’ cultural beliefs”. The answers are as follows: 269 participants 
agreed with this question representing 60% of the total number of the participants in 
this research study, and 142 participants (31%) strongly agreed. Twenty nine 
participants (6.5%) disagreed and 8 participants strongly disagreed with the question 
asked. 
 
Item 21 asked the participants to choose their response to the question of whether 
“The covering of the female face and head should not occur if the patient is in a 
critical condition”. Two hundred and seventy one participants (60.5%) agreed, while 
112 participants (25%) strongly agreed with the question. Fifty four participants 
(12.1%) disagreed and 11 participants (2.5%) strongly disagreed with the question. 
 
Item 22 asked participants the following question: “In the acute and critical care 
settings, are male physicians more acceptable by family members to care for female 
patients than male nurses?”. A total of 258 participants (57.6%) agreed with the 
question and 66 participants (14.7%) strongly agreed. One hundred and six 
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participants (23.7%) disagreed with the question and 18 participants (4%) strongly 
disagreed. 
Item 23 asked the participants whether “Cultural practices of Saudi Arabian patients 
in acute and critical care areas are compromised by nursing procedures”, with 276 
participants (61.6%) agreeing and 51 participants (11.2%) strongly agreeing. One 
hundred and two participants (22.8%) disagreed and 20 participants (4.5%) strongly 
disagreed with this question. 
 
Item 24 made the following statement: “All Saudi Arabian people share the same 
traditions and beliefs?” Two hundred and sixty six participants (59.4%) agreed and 56 
participants (12.55) strongly agreed with the question. Ninety seven participants 
(21.7%) disagreed and 29 participants (6.5%) strongly disagreed. 
Item 25 asked the participants the question of whether “Saudi Arabian people will 
openly discuss their health history or genetic history”. The answers to this question 
were as follows: 185 participants (41.3%) agreed and 23 participants (5.1%) strongly 
agreed with the question. One hundred and ninety six participants (43.8%) disagreed 
and 44 participants (9.8%) strongly disagreed with the asked question.  
 
Item 26 asked the participants to consider the following, “If a Saudi Arabian couple is 
involved in a Motor Vehicle Accident and the husband dies, the wife (widow) would 
make autonomous decisions about her own health care needs”. One hundred and 
ninety three participants (43.1%) agreed and 42 participants (9.4%) strongly agreed 
with the question. One hundred and seventy seven participants (39.5%) disagreed and 
36 participants (8%) strongly disagreed.  
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The question to the participants in item 27 was “In the Saudi Arabian culture 
individuals are protected from bad news or informed as gently as possible of bad 
events”. Three hundred and five participants (68.1%) agreed and 39 participants 
(8.7%) strongly agreed with the question. Ninety three participants (20.8%) disagreed 
and 11 participants (2.5%) strongly disagreed with the question. Most of the 
participants’ answers agreed with the questions asked in this section of the survey, 
which reflects their opinion on the questions provided in this section. Now we will 
move onto the next section of the survey to present descriptive statistics of the 
participants’ answers. 
 
Religious, spiritual, philosophical factors. 
The fifth subscale of the survey is religious, spiritual and philosophical factors. This 
subscale comprises 14 items and it is the largest subscale of the survey in this research 
study. Table 21 presents an overview of the subscale item numbers and the number of 
participants’ responses to these questions. Questions asked of each item are presented 
after the table with the answers of the participants. 
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 Table 21 
 Religious, spiritual, philosophical factors 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 28 17 
3.8 
115 
25.7% 
278 
62.1 
38 
8.5% 
448 
100% 
Item 29 10 
2.2% 
49 
10.9% 
275 
61.4% 
114 
25.4% 
448 
100% 
Item 30 19 
4.2% 
92 
20.5% 
266 
59.4% 
71 
15.8% 
448 
100% 
Item 31 22 
4.9% 
146 
32.6% 
223 
49.8% 
57 
12.7% 
444 
100% 
Item 32 48 
10.7% 
163 
36.4% 
200 
44.6% 
37 
8.3% 
448 
100% 
Item 33 6 
1.3% 
52 
11.6% 
299 
66.7% 
91 
20.3% 
448 
100% 
Item 34 38 
8.5% 
221 
49.3% 
148 
33% 
41 
9.2% 
448 
100% 
Item 35 35 
7.8% 
157 
35% 
214 
47.8% 
42 
9.4% 
448 
100% 
Item 36 26 
5.8% 
114 
25.4% 
273 
60.9% 
35 
7.8% 
448 
100% 
Item 37 7 
1.6% 
77 
17.2% 
323 
72.1% 
41 
9.2% 
448 
100% 
Item 38 31 
6.9% 
139 
31% 
239 
53.3% 
39 
8.7% 
448 
100% 
Item 39 16 
3.6% 
86 
19.2% 
296 
66% 
50 
11.2% 
448 
100% 
Item 40 31 
6.9% 
162 
36.2% 
207 
46.2% 
48 
10.7% 
448 
100% 
Item 41 17 
3.8% 
111 
24.8% 
260 
58% 
60 
13.4% 
448 
100% 
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Item 28 is the first item of the subscale and it asked the participants the following 
question of whether “Religious practices of Saudi Arabian patients in acute and 
critical care areas are compromised by nursing procedures”. Two hundred and 
seventy eight participants (62.1%) agreed with the question and 38 participants (8.8) 
strongly agreed. One hundred and fifteen participants (25.7%) disagreed and 17 
(3.8%) participants strongly disagreed with the asked question.  
 
Item 29 asked the participants “Whilst delivering acute and critical nursing care to 
patients, do nurses need to consider the patients’ religious beliefs?” The responses for 
this question are as follows: 275 participants (61.4%) agreed with the question and 
114 participants (25.4%) strongly agreed. Forty nine participants (10.9%) disagreed 
and ten participants (2.2%) strongly disagreed with the question.  
 
Item 30 asked the following question of whether “Gender segregation between 
patients in the acute and critical care areas impacts upon the nurses’ work load and 
work distribution” and the responses to this question follow. Two hundred and sixty 
six participants (59.4%) agreed and 71 participants (15.8%) strongly agreed with the 
question. Ninety two participants (20.5%) disagreed and 19 participants (4.2%) 
strongly disagreed.  
 
Item 31’s was “Prayer time impact upon the nursing care delivery in the acute and 
critical care area?” Two hundred and twenty three participants (49.8%) agreed and 57 
participants (12.7%) strongly agreed with the question. One hundred and forty six 
participants (32.6%) disagreed and 22 participants (4.9%) strongly disagreed.  
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Item 32 asked the participants the following question of whether “The Holy month of 
Ramadan requires restrictions on nursing care provided to Saudi patients”. Two 
hundred participants (44.6%) agreed and 37 participants (8.3%) strongly agreed with 
the question. One hundred and sixty three participants (36.4%) disagreed and 48 
participants (10.7%) strongly disagreed with the question. 
 
Item 33 asked the participants about the following statement: “I am confident in 
providing nursing care that incorporates Islamic beliefs in the acute and critical care 
areas”. Two hundred and ninety nine participants (66.7%) agreed and 91 participants 
(20.3%) strongly agreed with the statement. Fifty two participants (11.6%) disagreed 
and six participants (1.3%) strongly disagreed. 
 
Item 34 asked the participants whether “All Muslim people will believe that fasting is 
not required of them during hospitalisation”. Participants responded as follows. One 
hundred and forty eight participants (33%) agreed and 41 participants (9.2%) strongly 
agreed with the item question. Two hundred and twenty one participants (49.3%) 
disagreed and 38 participants (8.5%) strongly disagreed with the question.  
 
Item 35 asked the participants to choose an answer to the question of whether 
“Fasting excludes medication provided to patients by non oral routes”. Participants’ 
respond to this question came as follows. Two hundred and fourteen participants 
(47.8%) agreed, and 42 participants (9.4%) strongly agreed with the question. One 
hundred and fifty seven participants (35%) disagreed, and 35 participants strongly 
disagreed. 
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Item 36 questioned whether “Muslim patients who are required to take medication 4 
hourly should have this medication regime adjusted to suit their religious beliefs 
concerning fasting” and the participants’ responses were as follows. Two hundred and 
seventy three participants (60.9%) agreed, and 35 participants (7.8%) strongly agreed 
with the question. One hundred and fourteen participants (25.4%) disagreed and 35 
participants (5.8%) strongly disagreed with the asked question. 
 
Item 37 asked the participants the following question, “Cultural diversity exists 
amongst Saudi Arabian people?”. 323 participants (72.1%) agreed and 41 participants 
(9.2%) strongly agreed with the question. Seventy seven participants (17.2% 
disagreed and seven participants (1.6%) strongly disagreed with the question. 
 
Item 38 asked if “Nurses need to provide care that is adapted to Muslim religious 
beliefs, even if this may potentially adversely affect the patient?” The responses were 
that 239 participants (53.3%) participants agreed, and 39 participants (8.7%) strongly 
agreed with the asked question. One hundred and thirty nine participants (31%) 
disagreed, and 31 participants (6.9%) strongly disagreed with the question. 
 
Item 39 questioned whether, “Muslims, when fasting, may raise concern about 
parenteral medication”. Responses to this question are as follows. Two hundred and 
ninety six participants (66%) agreed, and 50 participants (11.2%) strongly agreed with 
the question. Eighty six participants (19.2%) disagreed, and 16 participants (3.6%) 
strongly disagreed with the question. 
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Item 40’s question was, “If a person is critically ill, the hospital bed should always 
face the holy city of Mecca”. The participants responded as follows. Two hundred and 
seven participants (46.2%) agreed and 48 participants (10.7%) strongly agreed with 
the question. One hundred and sixty two participants (36.2%) disagreed and 31 
participants strongly disagreed with the question.  
 
Item 41 asked the participants to consider the following “Saudi Arabian people may 
be inactive in their own care as they have faith in God’s power to cure”. 260 
participants (58%) agreed, and 60 participants (13.4%) strongly agreed with the 
question. One hundred and eleven participants (24.8%) disagreed and 17 participants 
(3.8%) strongly disagreed with the question. Many responses from the participants on 
religion and spiritual and philosophical factors were agreeing with the questions 
asked, which reflects their understanding of factors while providing nursing care to 
their patients. 
 
Technological factors. 
The sixth subscale in the study survey was the technological factors that influence the 
practice of nursing when delivering care to their patients. The Technological factor 
subscale comprised four items. Table 22 summarised numbers of participants 
responses to each item of subscale. More details of each item question and respond 
frequency is presented as well. 
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 Table 22 
 Technological factors 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 42 7 
1.6% 
60 
13.4% 
298 
66.5% 
83 
18.5% 
448 
100% 
Item 43 70 
15.6% 
278 
62.1% 
83 
18.5% 
17 
3.8% 
448 
100% 
Item 44 7 
1.6% 
60 
13.4% 
319 
71.2% 
62 
13.8% 
448 
100% 
Item 45 6 
1.3% 
36 
8% 
273 
60.9% 
133 
29.7% 
448 
100% 
 
Item 42 asked the participants the following question of whether “Acute and critical 
care nursing services in Saudi Arabia utilises modern advanced equipment”. The 
participants’ responses to this question were that 289 participants (66.5%) agreed, and 
83 participants strongly agreed with the question. Sixty participants disagreed and 
seven participants (1.6%) strongly disagreed. 
 
Item 43 asked the participants whether “The equipment I use in delivering nursing 
care is complicated and hard to use”. The participant’s responses to this question were 
83 participants (18.5%) agreed, and 17 participants (3.8%) strongly disagreed. Two 
hundred and seventy eight participants (62.1%) disagreed, and 70 participants 
strongly disagreed with the question. The answers show it is opposite of the answer 
trend on the other subscale items, which needs to be considered with revision and 
when updating the items of the survey. 
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Item 44 asked the participants to choose their responses to the following statement, “I 
find it easy to use the hospital equipment when delivering acute and critical care 
services”. Three hundred and nineteen participants (71.2%) agreed and 62 participants 
(13.8%) strongly agreed. Sixty participants (13.4%) disagreed and seven participants 
(1.6%) strongly disagreed with the statement. 
 
Item 45 asked the following question “Overall, a nurse’s use of technology facilitates 
a better care delivery process”. Two hundred and seventy three participants (60.9%) 
agreed, and 133 participants (29.7%) strongly agreed with the question. Thirty six 
participants (8%) disagreed, and six participants strongly disagreed with the question. 
Most of the participants’ answers to the technological factors questions were in 
agreement with the questions. Only one question found most of the participants’ 
answers were mostly disagreeing. The researcher will review and rework the question 
to improve the results in any new research using the same instrument. The sixth 
subscale items description is the next to be presented. 
 
Economic factors. 
The seventh subscale is the economic factors and it comprised 4 items. Table 23 
summarised participants’ responses to each item of the scale. Questions are also 
presented in detail after the table. 
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 Table 23 
 Economic factors 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 46 10 
2.2% 
29 
6.5% 
315 
70.3% 
94 
21% 
448 
100% 
Item 47 87 
19.4% 
214 
48.7% 
124 
27.7% 
19 
4.2% 
448 
100% 
Item 48 109 
24.3% 
178 
39.7% 
127 
28.3% 
34 
7.6% 
448 
100% 
Item 49 37 
8.3 
78 
17.4% 
225 
50.2% 
108 
24.1% 
448 
100% 
 
Item 46 asked the participants about the following statement: “The Saudi Arabian 
community consists of people from various economic backgrounds”. A total of 315 
participants (70.3%) agreed and 94 participants (21%) strongly agreed with the 
statement. Twenty nine participants (6.5%) disagreed, and ten participants (2.2%) 
strongly disagreed.  
 
Item 47 question’s was “Care for Saudi people differ depending on their economic 
background?” The participant’s responded to this question as follows. One hundred 
and twenty four participants (27.7%) agreed, and 19 participants (4.2%) strongly 
agreed with the item. Two hundred and fourteen participants (48.7%) disagreed and 
87 participants (19.4%) strongly disagreed with the item question. 
 
Item 48 asked the participants the following, “Rich patients are more likely to receive 
better care and professional health care services?” 127 participants (28.3%) agreed, 
and 34 participants (7.6%) strongly agreed with the asked question. One hundred and 
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seventy eight participants (39.7%) disagreed, and one hundred and nine participants 
(24.3%) strongly disagreed with the item question.  
 
Item 49 asked the participants if “Having money or wealth does not necessarily keep 
Saudi patients healthy”. Participant’s responses were 225 participants (50.2%) agreed 
and 108 participants (24.1%) strongly agreed with the question. Seventy eight 
participants (17.4%) disagreed, and 37 participants (8.3%) strongly disagreed with the 
question of this item. The answers of participants to the item questions divided the 
subscale into two sections. Two items have more than 50% of the answers agreeing 
and strongly agreeing and the other section has 50% of answers disagreeing and 
strongly disagreeing. The reason could be the wording constriction of the item 
question. The researcher kept in mind this issue while analysing the data, as well as to 
improve the results of any future study that will use this research instrument. 
 
Political and legal factors. 
The political and legal factors subscale is another part of the survey used in this 
research study. It comprised three items, asking participants to answer questions 
related to political and legality issues that influence the participants’ nursing care 
practice. Table 24 summarised the participants’ responses to each item question. More 
details about each question is presented as well. 
 
 
 
 
 
	   	   173 
	  
 Table 24 
 Political and legal factors 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 50 11 
2.5% 
59 
13.2% 
282 
62.9% 
96 
21.4% 
448 
100% 
Item 51 52 
11.6% 
175 
39.1% 
201 
44.9% 
20 
4.5% 
448 
100% 
Item 52 32 
7.1% 
195 
43.5% 
190 
42.4% 
31 
6.9% 
448 
100% 
 
Item 50 asked the participants whether “Saudi people from non-urban areas have 
more difficulty in understanding nursing care requirements of patients”. A total of 282 
participants (62.9%) agreed and 96 participants (21.4%) strongly agreed with the 
question. Fifty nine participants (13.2%) disagreed and 11 participants (2.5%) 
strongly disagreed. 
 
Item 51 questioned whether “There are no restrictions to patient’s medical 
information disclosure in Saudi Arabia”, and their responses included 201 participants 
(44.9%) who agreed and 20 participants (4.5%) who strongly agreed with the asked 
question. One hundred and seventy five participants (39.1%) disagreed and 52 
participants (11.6%) strongly disagreed with the question.  
 
Item 52 asked the participants to choose their responses to the following question of 
whether “Younger male Saudi patients collaborate more with female nurses than the 
older patients”. The answers to this question were 190 participants (41.4%) agreed 
and 31 participants (6.9%) strongly agreed. One hundred and ninety five participants 
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(43.5%) disagreed and 32 participants (7.1%) strongly disagreed with the asked 
question.  
 
Education Factor and Language and Communication Factors. 
The education factor subscale was included here with language and communication 
factors because it has only one item. The language and communication factors include 
two items. In those subscales participants were asked to answer questions related to 
the subscale that influenced their practice when nursing care services were provided 
to patients. Table 25 summarised participants’ responses to each item question. The 
question for each item is presented as well.  
 Table25 
 Education factor and language and communication factors  
 
 
Strongly 
Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly 
Agree 
4 
Total 
Education      
Item 53 8 
1.8% 
65 
14.5% 
263 
58.7% 
112 
255 
448 
100% 
Language and 
communication 
     
Item 54 45 
10% 
215 
48% 
167 
37.3% 
21 
4.7% 
448 
100% 
Item 55 18 
4% 
58 
12.9% 
302 
67.4% 
70 
15.6% 
448 
100% 
 
Item 53 asked the participants to answer a question related to education, whether “A 
patient’s educational level has an impact on the care delivery processes”. A total of 
263 participants (58.7%) agreed, and 112 participants (25.5%) strongly agreed with 
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the item question. Sixty five participants (14.5%) disagreed and eight participants 
(1.8%) strongly disagreed. 
 
Item 54 is part of the language and communication factors, asking whether the 
“Arabic language is a very difficult language to learn”. The participant’s responses to 
this question were 167 participants (37.3%) agreed and 21 participants (4.7) strongly 
agreed with the asked question. Two hundred and fifteen participants (48%) disagreed 
and 45 participants (10%) strongly disagreed. 
 
Item 55 asked participants the following question, if “The presence of interpreters 
would assist in the process of care delivery”. A total of 302 participants (67.4%) 
agreed and 70 participants (15.6%) strongly agreed with the question. Fifty eight 
participants (12.9%) disagreed and 18 participants (4%) strongly disagreed. The 
number of items in these two subscales will have an influence in the process of data 
analysis. The researcher took precautions to improve the result of the study and any 
future research that will use the same instrument of data collection. 
 
Personal and genetic (folk or lay) care beliefs and practice. 
Personal and genetic care beliefs and practice is another subscale of the survey study. 
Participants were asked questions related to the subscale that influences their practice 
when health care services are provided to the patients. The subscale comprised five 
items and table 26 summarised participants’ responses to each question of the 
subscale item. More details of questions asked in each item are presented as well.  
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 Table 26 
 Personal and genetic (folk or lay) care beliefs and practice 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 56 10 
2.2% 
42 
9.4 
342 
76.3% 
54 
12.1% 
448 
100% 
Item 57 28 
6.3% 
112 
25% 
258 
57.6% 
50 
11.2% 
448 
100% 
Item 58 29 
6.5% 
138 
30.8% 
234 
52.2% 
47 
10.5% 
448 
100% 
Item 59 12 
2.7% 
92 
20.5% 
314 
70.1% 
30 
6.7% 
448 
100% 
Item 60 14 
3.1% 
135 
30.1% 
255 
56.9% 
44 
9.8% 
448 
100% 
 
Item 56 asked the participants to answer the following question, do “Saudi Arabian 
people have traditional rituals (customs) of caring for sick people in their home”, and 
the response to this question shows that 372 participants (76.3%) agreed, and 54 
participants (12.1%) strongly agreed. Forty two participants (9.4%) disagreed and ten 
participants (2.2%) strongly agreed to the asked question.  
 
Item 57 asked the participant to answer the question of whether “A Saudi Arabian 
patient who is dying should face a specific direction and should be placed in a specific 
position”. The responses were as follows: 258 participants (57.6%) agreed and 50 
participants (11.2%) strongly agreed with the question. One hundred and twelve 
participants (25%) disagreed and 28 participants (6.2%) strongly disagreed with the 
question on this item. 
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Item 58 asked the participants whether “Saudi Arabian people tend to identify nurses 
as non professional workers” and the responses showed that 234 participants (52.2%) 
agreed and 47 participants (10.5%) strongly agreed with the question. One hundred 
and thirty eight participants (30.8%) disagreed and 29 participants (6.5%) strongly 
disagreed. 
 
Item 59 asked the participants to choose their response on the following question of 
whether “Saudi Arabian people can be confronting when receiving bad news about 
their health”. The answers to this question show that 314 participants (70.1%) agreed 
and 30 participants (6.7%) strongly agreed. Ninety two participants (20.5%) disagreed 
and 12 participants (2.7%) strongly disagreed.  
 
Item 60 asked the participants whether “In Saudi Arabian culture the evil eye is 
believed to cause a great deal of misfortune”. Two hundred and fifty five participants 
(56.9%) agreed and 44 participants (9.8%) strongly agreed with the question. One 
hundred and thirty five participants (30.1%) disagreed and 14 participants (3.1%) 
strongly disagreed with the asked question. The subscale item answers follow the 
same trend of the whole survey answer. This subscale, with the rest of the survey, 
provides valuable information about the practice of the nurses in Saudi Arabia. Now 
the final subscale of the research study will be presented.  
 
General and specific nursing care. 
The final subscale of the survey in this study is general and specific nursing care. It 
comprised six items related to the process of health care delivery. Table 27 
summarised the participant’s responses to each item of the subscale. 
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 Table 27 
 General and specific nursing care 
 
 
Strongly Disagree 
1 
Disagree 
2 
Agree 
3 
Strongly Agree 
4 
Total 
Item 61 15 
3.3% 
39 
8.7% 
209 
46.7% 
185 
41.3% 
448 
100% 
Item 62 18 
4% 
87 
19.4% 
278 
62.1% 
65 
14.5% 
448 
100% 
Item 63 12 
2.7% 
87 
19.4% 
291 
64.9% 
58 
12.9% 
448 
100% 
Item 64 2 
.4% 
28 
6.3% 
301 
67.2% 
117 
26.1% 
448 
100% 
Item 65 4 
.9% 
26 
5.8% 
273 
60.9% 
145 
32.4% 
448 
100% 
Item 66 2 
.4% 
30 
6.7% 
234 
72.3% 
92 
20.5% 
448 
100% 
 
Item 61 asked the participants if “Visitor time is considered a difficult time for the 
nurses working in the acute and critical care areas”. A total of 209 participants 
(46.7%) agreed and 65 strongly agreed with the question. Thirty nine participants 
(8.7%) disagreed and 15 participants (3.3%) strongly disagreed with the asked 
question. 
 
Item 62 asked participants to consider “I use the knowledge of family members and 
their wishes to adapt my nursing care to my patients in the acute and critical care 
areas”. Two hundred and seventy eight participants (62.1%) agreed and 65 
participants (14.5%) strongly agreed with the question. Eighty seven participants 
(19.4%) disagreed and 18 participants (4%) strongly disagreed. 
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Item 63 posed the following statement: “In my experience a patient’s desire to 
perform prayer and fasting impacts upon the procedures performed in the acute and 
critical care areas”. Two hundred and ninety one participants (64.9%) agreed and 58 
participants (12.9%) strongly agreed with the statement. Eighty seven participants 
(19.4%) disagreed and 12 participants (2.7%) strongly disagreed. 
 
Item 64 asked participants to consider the following statement: “I am competent to 
provide acute and critical care nursing services to Saudi Arabian patients from 
different regions”. Three hundred and one participants (67.2%) agreed and 117 
participants (26.1%) strongly agreed with the statement. Twenty eight participants 
(6.3%) disagreed and two participants (.4%) strongly disagreed with the statement. 
 
Item 65 asked participants the following question: “Prior to working in Saudi Arabia 
expatriate nurses should receive an orientation period that includes cultural and 
religious information?” Two hundred and seventy three participants (60.9%) agreed 
and 145 participants (32.4%) strongly agreed with the question. Twenty six 
participants (5.8%) disagreed and 4 participants (.9%) strongly disagreed with the 
item question.  
 
Item 66 is the last item in the survey and it asked participants to consider the 
following statement: “Care planning and protocols exist that clearly include how to 
adapt care to meet the needs of Saudi Arabian people’s cultural and religious beliefs”. 
Two hundred and thirty four participants (72.3%) agreed and 92 participants strongly 
agreed with the question. Thirty participants (6.7%) disagreed and 2 participants 
(.4%) strongly disagreed. 
	   	   180 
	  
Conclusion 
This chapter presented the descriptive Quantitative data results of the study. The 
chapter presented phase one of this research study, which included the demographic 
information of the participants and descriptive result of the diagnostic section of the 
survey. The demographic characteristics of the participants include Age, Gender, 
Education, Nursing Experience, Saudi Arabian Experience, Nationality, and Religion. 
The diagnostic suction of the survey presented the 66 items used to collect the 
information from the participants. The diagnostic suction of the survey was divided 
into 12 sections, which included Worldview, Ethnohistory, Kinship and Social 
Factors, Cultural Values, Beliefs and Way of Life, Religious/Spiritual/Philosophical 
Factors, Technological Factors, Economic Factors, Political and Legal Factors, 
Educational Factors, Language and Communication, Personal and Genetic (Folk or 
Lay) Care Beliefs and Practice, and General and Specific Nursing Care. The 
association between the demographic data and other survey data items collected in 
this research study will be presented in the next chapter (Chapter 7). 
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                                         Chapter Seven 
Inferential Statistics 
Introduction 
This chapter presents the results of inferential statistical analysis conducted with the 
survey data collected from the research participants. Islamic values and cultural 
customs that influence delivery of Acute and Critical Care services to patients 
admitted to Saudi Arabian Hospitals were studied and results were presented. 
Inferential statistics were conducted after the data screening process presented in 
Chapter five (Methodology Chapter). Inferential statistics include comparisons of 
factors scores (Culture factor, Kinship factor, Religion factor, Nursing Care factor and 
Communication Factor) with the post screening data based on demographic data 
collected for this research study.  
The inferential statistical results are presented based on the five factors and the 
participants demographic variables previously provided as descriptive statistics. To 
conduct further data analysis, mean scores for each Subscale item were calculated and 
updated to SPSS. This process allowed for the examination of each subscale 
individually and provided an opportunity to compare subscale results with 
demographic data collected from the participants. The comparative results for the 
following five subscales (Gender, Education, Nursing Experience, Working in Saudi 
Arabia, Nationality and religion) will now be presented. 
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Gender. 
Male participants in this research study totaled 14 (less than 30 participants). Because 
of this small demographic normality distribution of the data was conducted. Table 28 
represents the result of the Kolmogorov-Smirnov test. The test revealed normality 
was violated for the Kinship factor (p= .036) and Nursing Care factor (p= .043). Non 
parametric Mann-Whitney U tests were conducted for these two factors and an 
independent sample t-test was conducted for Culture factors (p= .200), Religion 
factors (p= .200) and Communication factors (p= .063). Table 29 represents the 
Mann-Whitney U test for the Kinship factors, and Nursing Care factors. Table 30 
represents the statistical results of mean compared for the Kinship factors and Nursing 
Care factors 
 Table 28 
 Tests of Normality 
 
 
Kolmogorove-Smirov 
Statistics  df Sig 
Cultural 
Kinship 
Religion 
Nursing Care 
Communication 
.150 
.234 
.077 
.230 
.221 
14 
14 
14 
14 
14 
.200 
.036 
.200 
.043 
.063 
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Table 29 
 Mann-Whitney U test  
 
 Kinship Nursing Care 
 
                 Mann-Whitney U 2409.50 2642.50 
             Wilcoxon W 2514.50 97037.50 
              Z -1.36 -.85 
             Asymp. Sig. (2-tailed)  .18 .39 
 
 Table 30 
 Statistical result of Kinship factors and Nursing Care factors 
Gender M N SD Md 
Kinship 
    
 
Male  2.71 14 .71 2.88 
Female  3.01 434 .46178 3.0 
Total 3.0  .47 3.0 
Nursing Care  
Male  3.16 14 .59 3.40 
Female  3.06 434 .40 3.0 
Total 3.06 448 .408 3.0 
Note. M = Mean, N= Number, SD = Standard Deviation, Md= Median 
For Kinship factors a Mann-Whitney U Test was conducted and revealed no score 
differences between male and female (no significant difference in participant’s 
scores), males (Md=2,86, n=14) and females (Md= 3.0, n= 434), U= 2409.5, Z= -
1.356, p= .175, r= -0.06. For Nursing Care a Mann-Whitney U Test was conducted 
and the test revealed no significant difference in participant’s score level between 
males (Md= 3.4, n= 14) and females (Md= 3.0, n= 434), U = 2642.5, Z= -.854, p= 
.393, r= 0.04. 
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For Culture, Religion and Communication factors independent simple t-tests were 
conducted to compare participant’s scores from each factor based on their gender. 
Table 31 represents the statistics from each factor and Table 32 represents the 
independent sample t-test results.  
 
Table 31 
 Culture, Religion and Communication Factors Statistics 
Gender Number M  SD 
Culture 
   
 
Male  14 2.91 .44 
Female  434 3.03 .36 
Religion  
Male  14 2.63 .46 
Female  434 2.619 .39 
Communication 
Male 14 2.88 .76 
Female 434 2.87 .42 
Note. M = Mean, SD = Standard Deviation  
 
Table 32 
Independent Sample t-tests Compare Males and Females on Mean Scores for 
Each Factor 
 
 
Levene’s Test  T-test 
F Sig t df p 
Mean 
Difference SE 
95% CI  
LB UB 
Culture 0.624 .430 -1.18 
 
446 .239 -0.116 0.098 -0.309 0.077 
Religion 1.208 .272 .204 448 .838 .02153 .10541 -.18562 .22869 
Communication 8.979 .003 .101 13.260 .992 .00202 .20528 -.44057 .44461 
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For the factor “Culture” there was no differences between male and female scores and 
no significant difference in score as p Value was greater than .05, which is P= .239, 
and independent sample t-test results revealed, for males (M= 2.91, SD= .43) and 
females (M= 3.02, SD= .35; t (446) = -1.18, p= .24, two-tailed). The magnitude of the 
differences in the means (mean difference= -.12, 95%CI: -.31 to .08) was very small 
(eta squared= .002). Care needs to be taken when interpreting this result due to the 
disparity in sample sizes.  
 
An independent sample t-test was conducted for the “Religion” factor. A P value of 
.84 showed no significance between the two groups. Male and female participants 
revealed no differences related to religion. Comparing participant’s scores for 
“Religion” as an independent sample t-test resulted as follow: for male participants 
(M= 2.63, SD= .45) and for females (M= 2.61, SD= .38, t (446)= .2, p= .84, two-
tailed). The magnitude of the differences in the means (mean difference= -.11, 
95%CI: -.19 to -.23) was very small (eta squared= .002). 
 
The last factor was “Communication” . An independent sample t-test was conducted, 
where a P value showed no significance between the two groups and P value was .99. 
The participant’s scores for the factor  “Communication” were examined using an 
independent sample t-test which resulted as follows: for male participants (M= 2.88, 
SD= .76) and for female (M= 2.87, SD= .42, t (13.260) = .6, p= .01, two-tailed). The 
magnitude of the differences in the means (mean difference= -.21, 95%CI: -.44 to .44) 
was very small (eta squared= .002). 
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Education. 
The second variable collected from the participants in this research study was 
Educational levels. As mentioned earlier education levels can be categorised into five 
categories including Diploma, Bachelor, Master, Higher Diploma and Other level. 
Filtering the educational levels was conducted before further analysis. A filtering 
process was conducted to remove higher Diploma holders, Masters holders and Other 
because few participants fell into these categories. Diploma holders and Bachelor 
degree holder were the only variables examined here. An Independent sample t-test 
was conducted to check the assumption of equal variance to look for the differences 
between the two groups. 
 
A sample t-test was conducted to compare the Cultural factor average scores and 
participant educational level. Table 33 represents the statistics from each factor and 
Table 34 represents independent sample t-test results.  
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Table 33 
 Educational level Statistics 
 
Education level Number M  SD 
Culture 
   
 
Diploma  143 3.02 .38 
Bachelor  300 3.03 .35 
Kinship     
Diploma 143 2.93 .48 
Bachelor 300 3.05 .45 
Religion 
Diploma 143 2.60 .42 
Bachelor 300 2.62 .37 
Nursing Care    
Diploma 143 3.03 .42 
Bachelor 300 3.08 .40 
Communication 
Diploma 143 2.85 .49 
Bachelor 300 2.88 .41 
Note. M = Mean, SD = Standard Deviation  
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 Table 34 
Independent Sample t-tests Compare Educational levels on Mean Scores for 
Each Factor 
 
 
Levene’s Test  T-test 
F Sig T df p 
Mean 
Difference SE 
95% CI  
LB UB 
Culture .616 .433 -.333 441 .739 -.01226 .03685 -.08469 .06017 
Kinship .740 .390 -2.525 441 .012 -.11816 .04679 -.21012 -.02621 
Religion .439 .508 -.544 441 .586 -.2147 .03943 -.09896 .05603 
Nursing Care .705 .402 -1.399 441 .162 -.5817 .04156 -.13985 .02352 
Communication 2.888 .09 -.705 441 .481 -.03143 .04458 -.11905 .05619 
 
For the factor “Culture” an independent sample t-test was conducted to compare the 
level of nurse’s knowledge of Islamic values and cultural customs and beliefs for 
Diploma holders and Bachelor degree holders. There was no significant difference in 
scores for Diploma holders (M= 3.01, SD= 0.38) and Bachelor degree holders (M= 
3.02, SD=.35; t (441) = -.33, p=.73 two-tailed). The magnitude of the differences in 
the means (mean difference = -0.01, 95% CI: -.084 to .06) was very small (eta 
squared= 0.0002).  
 
For “Kinship” an independent sample t-test was conducted to compare the level of 
nurse’s knowledge of Islamic values and cultural customs and beliefs for Diploma 
holders and Bachelor degree holders. There was a significant difference between the 
two group’s scores for Diploma holders (M= 2.93, SD= .48) and Bachelor degree 
holders (M= 3.04, SD = .45; t (441) = -2.52, p= .01 two-tailed). The magnitude of the 
differences in the means (mean difference = -.11, 95% CI: -0.21 to -0.026) was very 
small (eta squared=0.012). 
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For “Religion” an independent sample t-test was conducted to compare the level of 
nurse’s knowledge of Islamic values and cultural customs and beliefs for Diploma 
holders and Bachelor degree holders. There was no significant difference between the 
two group’s scores for Diploma holders (M= 2.60, SD= .41) and Bachelor degree 
holders (M= 2.62, SD= .37; t (441) = -.54, p=0.58 two-tailed). The magnitude of the 
differences in the means (mean difference = -.21, 95% CI: -0.098 to 0.056) was very 
small (eta squared=0.0006).  
 
For” Nursing Care” an independent sample t-test was conducted to compare the level 
of nurse’s knowledge of Islamic values and cultural customs and beliefs for Diploma 
holders and Bachelor degree holders. There was no significant difference between the 
two group’s scores for Diploma holders (M= 3.02, SD= 0.42) and Bachelor degree 
holders (M= 3.08, SD= .40; t (441) = -1.39, p= .16 two-tailed). The magnitude of the 
differences in the means (mean difference = -.58, 95% CI: -.139 to 0.023) was very 
small (eta squared=0.004).  
 
For “Communication” an independent sample t-test was conducted to compare the 
level of nurse’s knowledge of Islamic values and cultural customs and beliefs for 
Diploma holders and Bachelor degree holders. There was no significant difference 
between the two group’s scores for Diploma holders (M= 2.85, SD= .49) and 
Bachelor degree holders (M= 2.88, SD= .41; t (441) = -.70, p= .48 two-tailed). The 
magnitude of the differences in the means (mean difference = -0.31, 95% CI: -.119 to 
0.056) was very small (eta squared=0.001).  
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Nursing Experience. 
Nurse’s experience, as mentioned earlier, ranged from one year to 37 years. 
Preliminary analyses for correlation were presented for Culture factor, Kinship factor, 
Religion Factor, Nursing care, and Communication, with the years of experience to 
determine the nature of the relationship between variables. Checking the normal 
distribution for each factor was presented as well. 
 
Culture. 
A primary analysis for the factor “Culture” was conducted and a correlation 
scatterplot was generated (See Figure 4) to illustrate the nature of the relationship 
between Culture factor scores and years of experience. Figure 5 represents the 
histogram of the Cultural factor scores distribution. 
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Figure 4 
Simple scatterplot for Cultural factor scores and nurse’s experience 
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 Figure 5 
 Histogram for Cultural factor scores distribution 
 
 
The Scatterplot graph indicates low correlation. The line drawn on the chart indicates 
a positive relationship between the variables. The histogram (figure 5) for cultural 
factors shows approximately normal distribution.  
 
Kinship 
A primary analysis for “Kinship” was conducted and illustrated as a correlation 
scatterplot (See Figure 6) to illustrate the nature of the relationship between “Culture” 
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and years of experience. Figure 7 represents the histogram of the Kinship factor 
scores distribution. 
 Figure 6 
 Simple scatterplot for Kinship factor scores and nurse’s experience 
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 Figure 7 
 Histogram for Kinship factor scores distribution 
 
 
The scatterplot graph for “Kinship” indicates low correlation. The line drawn on the 
chart indicates a positive relationship between the variables. The Histogram generated 
for “Kinship” shows approximately normal distribution.  
 
 Religion. 	  
A primary analysis for “Religion” was conducted and illustrated as a correlation 
scatterplot (See Figure 8) and this illustrates the nature of the relationship between 
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Religion factor scores and years of experience, while Figure 9 represents the 
histogram of the religion factor scores distribution. 
 Figure 8 
 Simple scatterplot for Religion factor scores and nurse’s experience 
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 Figure 9 
 Histogram for Religion factor scores distribution 
 
The scatterplot graph shows “Religion” has a low correlation. The line drawn on the 
chart indicates a positive relationship between the variables. The histogram shows the 
scores have been slightly shifted to the right, however the distribution is considered to 
be normal in this figure. 
 
 
	   	   197 
	  
Nursing Care. 	  
A primary analysis for” Nursing Care” was conducted and illustrated by a correlation 
scatterplot (See figure 10). The nature of the relationship between Nursing Care 
scores and years of experience are illustrated. Figure 11 provides a histogram of the 
Nursing Care factor scores distribution. 
Figure 10 
 Simple scatterplot for Nursing Care factor scores and nurse’s experience 
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 Figure 11 
 Histogram for Nursing Care factor scores distribution 
 
The scatterplot graph for” Nursing Care” indicates low correlation (See figure 7). The 
line drawn on the chart indicates a positive relationship between the variables. The 
histogram generated for “Nursing Care” shows approximately normal distribution. 
 
Communication. 
A primary analysis for” Communication” was conducted and illustrated by a 
correlation scatterplot (See figure 12). The nature of the relationship between 
Communication scores and years of experience are illustrated. Figure 13 shows the 
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histogram for “Communication” scores distribution. 
 
Figure 12 
 Simple scatterplot for Communication factor scores and nurse’s experience 
 
 
 
 
 
 
 
 
 
 
 
 
	   	   200 
	  
 Figure13 
 Histogram for Communication factor scores distribution 
 
A scatterplot for “Communication” was conducted and illustrated low correlation. 
The line drawn on the chart indicates a positive relationship between the variables. 
Histogram figures for “Communication” show approximately normal distribution. 
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 Correlation. 
Pearson correlation was conducted to measure the correlation between each factor and 
years of experience. Table 35 represents the descriptive statistics of the correlation 
and Table 36 represents the Pearson Correlation Matrix.  
 Table 35 
 Descriptive Statistics 
Factors Mean 
Std  
Deviation Number 
Culture 3.03 .36 446 
Kinship 3.003 .47 446 
Religion 2.613 .39 446 
Nursing Care 3.063 .41 446 
Communication 2.87 .44 446 
 
 Table 36 
Pearson Correlation Matrix for each factor and Experience  
  
Experience Culture Kinship Religion 
Nursing 
Care Communication 
Experience r 1 .126 0.073 0.021 0.091            .109 
 
p 0.008 0.123 0.662 0.054             0.021 
Cultural r 1 .346 .237 .326 .326 
 
p 
 
0 0 0 0 
Kinship r 
 
1 .187 .288 .232 
 
p 
  
0 0 0 
Religion1 r 
  
1 .287 .282 
 
p 
   
0 0 
Nursing Care r 
   
1 .319 
 
p 
    
0 
Communication r 
    
1 
 
p 
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The first factor was “Culture”, a Pearson product-moment correlation coefficient was 
conducted between the factor scores and nurse’s experience (Table 36). The 
relationship between the nurse’s experience and knowledge of the nurses concerning 
Islamic values and Saudi Arabian cultural customs was investigated using Pearson 
product-moment correlation. Preliminary analyses were performed to ensure no 
violations of the assumptions of normality, linearity and homoscedasticity. There was 
a statistical significance between the two variables, r = .126, n = 446, p = .008, with 
longer nursing experience equating with depth of knowledge the nurses have about 
Islamic values and cultural customs of Saudi Arabia. 
 
The second factor was “Kinship”. A Pearson product-moment correlation coefficient 
was conducted between the factor scores and nurse’s experience (Table 36). The	  relationship	  between the nurse’s experience and knowledge of the nurses about 
Islamic values and Saudi Arabian cultural customs was investigated using a Pearson 
product-moment correlation. Preliminary analyses were performed to ensure no 
violations of the assumptions of normality, linearity and homoscedasticity. There was 
no statistical significance between the two variables, r = .073, n = 446, p = .12, with 
longer nursing experience increasing overall knowledge that nurses have concerning 
Islamic values and Saudi Arabian cultural customs. 
 
The third factor was “Religion”, a Pearson product-moment correlation coefficient 
was conducted between the factor scores and nurse’s experience (Table 36). The	  relationship	  between the nurse’s experience and knowledge of the nurses about 
Islamic values and Saudi Arabian cultural custom was investigated using Pearson 
product-moment correlation. Preliminary analyses were performed to ensure no 
violations of the assumptions of normality, linearity and homoscedasticity. There was 
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no statistical significance between the two variables, r = .021, n = 446, p = .66, with 
nurses with more experience having more knowledge about Islamic values and Saudi 
Arabian cultural customs. 
 
The fourth factor was “Nursing Care” and a Pearson product-moment correlation 
coefficient was conducted between the factor scores and nurse’s experience (Table 
36). The	  relationship	  between the nurse’s experience and knowledge of the nurses 
about Islamic values and Saudi Arabian cultural customs was investigated using 
Pearson product-moment correlation. Preliminary analyses were performed to ensure 
no violations of the assumptions of normality, linearity and homoscedasticity. There 
was no statistical significance between the two variables, r = .09, n = 446, p = .054, 
with longer nursing experience equaling more knowledge that nurses have concerning 
Islamic values and Saudi Arabian cultural customs.	  	  
The fifth factor was “Communication” and a Pearson product-moment correlation 
coefficient was conducted between the factor scores and nurse’s experience (Table 
36). The relationship between the nurse’s experience and knowledge of the nurses 
concerning Islamic values and Saudi Arabian cultural custom was investigated using 
Pearson product-moment correlation. Preliminary analyses were performed to ensure 
no violations of the assumptions of normality, linearity and homoscedasticity. There 
was a statistical significance between the two variables, r = .109, n = 446, p = .02, 
with longer nursing experience resulting in greater knowledge nurses have about 
Islamic values and Saudi Arabian cultural customs.	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Working in Saudi Arabia. 	  
‘Working in Saudi Arabia’ ranged from one year to 29 years for this studies 
participants. Preliminary analyses for correlation were presented for the following 
factors “Culture” , “Kinship” , “Religion”, “Nursing care”, and “Communication”, 
with the years of experience to determine the nature of the relationship between 
variables. Checking scores for normal distribution was conducted as well.  
 
Culture. 	  
A primary analysis for Culture factor correlation scatterplot was generated in Figure 
14 and this illustrates the nature of the relationship between Culture factor scores and 
years of working in Saudi Arabia. Figure 15 represents the histogram of the Cultural 
factor scores distribution. 
 
 
 
 
 
 
 
 
 
 
 
 
 
	   	   205 
	  
Figure 14 
 Simple scatterplot for Culture factor scores and Working in Saudi Arabia 
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Figure15 
 Histogram for Culture factor scores distribution 
 
The scatterplot (See figure 11) for “Culture” scores shows dispersed results, which 
indicated low correlation. The line drawn on the chart indicates a positive relationship 
between the variables. The histogram (Figures 12) for Culture factor shows 
approximately normal distribution. 
 
Kinship. 
A primary analysis for Kinship factor correlation scatterplot was generated (Figure 
16) and indicates the nature of the relationship between Kinship factor scores and 
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years of working in Saudi Arabia. Figure 17 provides a histogram of the Kinship 
factor scores distribution. 
Figure 16 
 Simple scatterplot for Kinship factor scores and Working in Saudi Arabia 
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Figure17 
 Histogram for Kinship factor scores distribution 
 
The scatterplot graph (Figure 13) for Kinship factor scores shows dispersed results, 
which indicated a low correlation. The line drawn on the chart indicates a positive 
relationship between the variables. A Histogram (Figure 14) for Kinship factor scores 
shows approximately normal distribution. 
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Religion. 
A primary analysis for “Religion” correlation scatterplot was generated in Figure 18 
and indicates the relationship between Religion factor scores and years of working in 
Saudi Arabia. Figure 19 provides a histogram of the “Religion” factor scores 
distribution. 
Figure 18 
 Simple scatterplot for Religion factor scores and Working in Saudi Arabia 
 
 
 
 
 
 
	   	   210 
	  
Figure19 
 Histogram for Religion factor scores distribution 
 
A Scatterplot graph for “Religion” scores shows dispersed results, which has 
indicated low correlation. The line drawn on the chart indicates a positive relationship 
between the variables. A Histogram (Figures16) for Religion factor scores shows 
approximately normal distribution. 
 
Nursing Care. 
A primary analysis for “Nursing Care” as a factor correlation scatterplot was 
generated (Figure 20) and it indicated the relationship between Nursing Care factor 
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scores and years of working in Saudi Arabia. Figure 21 provides a histogram of the 
Nursing Care factor scores distribution. 
Figure 20 
Simple scatterplot for Nursing Care factor scores and Working in Saudi 
Arabia 
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Figure 21 
 Histogram for Nursing Care factor scores distribution 
 
A scatterplot graph for “Nursing Care” scores show the data was dispersed, which has 
indicated low correlation. The line drawn on the chart indicates a positive relationship 
between the variables. A histogram figure for Nursing Care factor scores show 
approximately normal distribution. 
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Communication. 
A primary analysis for the factor “Communication” correlation scatterplot is provided 
(Figure 22) indicating the nature of the relationship between Nursing Care factor 
scores and years of working in Saudi Arabia. Figure 23 provides a histogram of the 
Communication factor scores distribution. 
Figure 22 
Simple scatterplot for Communication factor scores and Working in Saudi 
Arabia 
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Figure23 
 Histogram for Communication factor scores distribution 
 
A scatterplot graph for factor “Communication” scores demonstrated a great 
dispersing of data, which has indicated low correlation. The line drawn on the chart 
indicates a positive relationship between the variables. A Histogram (Figures 23) for 
Communication factor scores shows approximately normal distribution. 
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Correlation. 
A Pearson correlation was conducted to measure the correlation between each factor 
and working in Saudi Arabia. Table 37 provides the descriptive statistics of the 
correlation and Table 38 provides the Parson Correlation Matrix. 
 Table 37 
 Descriptive Statistics 
Factors Mean 
Std  
Deviation Number 
Culture 3.03 .369 446 
Kinship 3.003 .479 446 
Religion 2.613 .39 446 
Nursing Care 3.063 .41 446 
Communication 2.873 .44 446 
 
Table 38 
Pearson Correlation Matrix for each factor and working in Saudi Arabia  
        
  
Working 
in KSA Culture Kinship Religion Nursing Care Communication 
Working in KSA r 1 .125 0.072 0.024 .101 .120 
 
p 0.008 0.128 0.61 0.032 0.012 
Cultural r 1 .346 .237 .326 .326 
 
p 
 
0 0 0 0 
Kinship r 
 
1 .187 .288 .232 
 
p 
  
0 0 0 
Religion r 
  
1 .287 .282 
 
p 
   
0 0 
Nursing Care r 
   
1 .319 
 
p 
    
0 
Communication r 
    
1 
 
p 
     
    Note: KSA= Kingdom of Saudi Arabia, N=446 
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The first factor is “Culture”, a Pearson product-moment correlation coefficient was 
conducted between the factor scores and working in Saudi Arabia (Table 38). The	  relationship	  between working in Saudi Arabia and knowledge of the nurses 
concerning Islamic values and Saudi Arabian cultural customs was investigated using 
Pearson product-moment correlation. Preliminary analyses were performed to ensure 
no violations of the assumptions of normality, linearity and homoscedasticity. There 
was a statistical significance between the two variables, r = .125, n = 446, p = .008, 
with longer nursing experience in Saudi Arabia indicating greater knowledge nurses 
have concerning Islamic values and Saudi Arabian cultural customs. 
 
The second factor is “Kinship”, a Pearson product-moment correlation coefficient was 
conducted between the factor scores and working in Saudi Arabia (Table 38). The	  relationship	  between working in Saudi Arabia and knowledge of the nurses about 
Kinship was investigated using Pearson product-moment correlation. Preliminary 
analyses were performed to ensure no violations of the assumptions of normality, 
linearity and homoscedasticity. There was no statistical significance between the two 
variables, r = .072, n = 446, p = .128, with longer nursing experience not leading to 
improved knowledge nurses have concerning Kinship. 
 
The third factor is “Religion”, a Pearson product-moment correlation coefficient was 
conducted between the factor scores and working in Saudi Arabia (Table 38). The 
relationship between working in Saudi Arabia and knowledge of the nurses 
concerning Islamic religious values and customs was investigated using Pearson 
product-moment correlation. Preliminary analyses were performed to ensure no 
violations of the assumptions of normality, linearity and homoscedasticity. There was 
no statistical significance between the two variables, r = .02, n = 446, p = .61, with 
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longer nursing experience not resulting in greater knowledge nurses have concerning 
Islamic religious values and customs. 
 
The fourth factor is “Nursing Care”, a Pearson product-moment correlation 
coefficient was conducted between the factor scores and working in Saudi Arabia 
(Table 38). The relationship between working in Saudi Arabia and knowledge of the 
nurses about nursing care related to Islamic values and cultural customs of Saudi 
Arabia was investigated using Pearson product-moment correlation. Preliminary 
analyses were performed to ensure no violations of the assumptions of normality, 
linearity and homoscedasticity. There was a statistical significance between the two 
variables, r = .101, n = 446, p = .032, with longer nursing experience indicating a 
greater knowledge of nursing care related to Islamic values and cultural customs of 
Saudi Arabia.	  	  
The fifth factor is “Communication” and a Pearson product-moment correlation 
coefficient was conducted between the factor scores and working in Saudi Arabia 
(Table 38). The relationship between working in Saudi Arabia and communication 
related to Islamic values and Saudi Arabian cultural customs was investigated using 
Pearson product-moment correlation. Preliminary analyses were performed to ensure 
no violations of the assumptions of normality, linearity and homoscedasticity. There 
was a statistical significance between the two variables, r = .12, n = 446, p = .01, with 
longer nursing experience leading to improved knowledge nurses have about 
communication related to Islamic values and cultural customs of Saudi Arabia.	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Nationality. 
Nationality of the participants in this research study, as shown earlier in the chapter, 
included Saudi Arabian, Filipino, Indian, Pakistani, Indonesian and others. Before any 
further analysis of this variable was conducted, three “Pakistani” participants, one 
“Indonesian” participant and two “Other” participants were filtered out. Checking the 
assumption of equal variance followed by comparison of the Saudi, Filipino and 
Indian nationalities was done using one-way ANOVA. Table 39 represents the 
descriptive statistics of all nationalities compared with the five factors. Table 40 
shows the assumption of equal variance has been violated for “Kinship” factors, 
“Nursing Care” factors and “Communication” factors. For these factors a Robust 
Welch Test was conducted with results shown in Table 41, followed by a post hoc 
Multi comparison Dunnetts T3 test in Table 42. 
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Table 39 
 Nationalities descriptive Statistics on the five factors 
 Number M  SD 
Culture    
Saudi Arabian 46 2.91 .39 
Filipino 211 3.07 .33 
Indian 185 2.99 .38 
Total 442 3.02 .362 
Kinship     
Saudi Arabian 46 2.94 .60 
Filipino 211 3.12 .45 
Indian 185 2.89 .44 
Total 442 3.00 .47 
Religion    
Saudi Arabian  46 2.75 .43 
Filipino 211 2.65 .37 
Indian 185 2.54 .37 
Total 442 2.61 .39 
Nursing Care    
Saudi Arabian 46 3.07 .48 
Filipino 211 3.12 .41 
Indian 185 3.00 .38 
Total 442 3.07 .41 
Communication    
Saudi Arabian 46 2.88 .60 
Filipino 211 2.93 .42 
Indian 184 2.81 .42 
Total 442 2.87 .44 
Note. M = Mean, SD = Standard Deviation  
 
 Table 40 
 Test of Homogeneity of Variances 
 Levene 
Statistic df1 df2 P 
Culture  1.464 2 439 .232 
Kinship  3.290 2 439 .038 
Religion  1.756 2 439 .174 
Nursing Care  4.296 2 439 .014 
Communication  3.910 2 439 .021 
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Table 41 
Robust Welch Test for Kinship factor, Nursing Care factor and 
Communication factor 
 
Factor Statistics df1 df2 P 
Kinship 13.41 2 118.23 .000 
Nursing Care 4.17 2 120.94 .018 
Communication 4.33 2 116.53 .015 
 
Table 42 
Post Hoc Test Multiple Comparisons Dunnett T3 test for Kinship factor, 
Nursing Care factor and Communication factor 
 
 Nationality Nationality 
Mean 
Difference 
Std. 
Error P 
95% Confidence  
LB UP 
Kinship Saudi Arabian Filipino -.17708 .9418 .181 -.4086 .0544 
 Saudi Arabian Indian .05254 .09470 .925 -.1801 .2852 
 Filipino Indian .22962 .04467 .000 .1225 .3367 
Nursing Care Saudi Arabian Filipino -.04446 .07672 .916 -.2327 .1438 
 Saudi Arabian Indian .07053 .07649 .734 -.1172 .2583 
Filipino Indian .11499 .03980 .012 .0196 .2104 
Communication Saudi Arabian Filipino -.04848 .09345 .937 -.2784 .1815 
 Saudi Arabian Indian .07437 .09440 .816 -.1577 .3064 
Filipino Indian .12284 .04164 .010 .0320 .2227 
Note: LB= Lower Bound, UP= Upper Bound 
For Kinship factor a one-way between group analysis of variance was conducted to 
explore the impact of nationality on the level of nursing knowledge about Islamic 
values and Saudi cultural customs. Participants were divided into three groups 
according to their nationality (Group 1: Saudi nurses; Group 2: Filipino nurses; Group 
3: Indian nurses). There was a statistically significant difference (p< .001) in nursing 
knowledge about Islamic values and Saudi cultural customs score for the three 
nationalities: Welch’s F (2, 118.23) = 13.41, P< .001. Despite reaching statistical 
significance, the actual difference in mean scores between the groups was quite small. 
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Post-hoc comparisons using the Dunnett T3 test indicated the mean score for Filipino 
nurses (M= 3.12, SD= .45) was significantly different from Indian nurses (M= 2.88, 
SD= .44). Saudi nurses (M= 2.94, SD= .60) did not differ significantly from either 
Indian nurses or Filipino nurses. 
 
For Nursing Care factor a one-way between group analysis of variance was conducted 
to explore the impact of nationality on the level of nursing knowledge about Islamic 
values and Saudi cultural customs. Participants were divided into three groups 
according to their nationality (Group 1: Saudi nurses; Group 2: Filipino nurses; Group 
3: Indian nurses). There was a statistically significant difference (p= .018) in nursing 
knowledge about Islamic values and Saudi cultural customs score for the three 
nationalities: Welch’s F (2, 120.94) = 4.17, P= .018. Despite reaching statistical 
significance, the actual difference in mean scores between the groups was quite small. 
Post-hoc comparisons using the Dunnett T3 test indicated the mean score for Indian 
nurses (M= 3.00, SD= .38) was significantly different from Filipino nurses (M= 3.12, 
SD= .41). Saudi nurses (M= 3.07, SD= .48) did not differ significantly from either 
Indian nurses or Filipino nurses. 
 
For Communication factor a one-way between group analysis of variance was 
conducted to explore the impact of nationality on the level of nursing knowledge 
about Islamic values and Saudi cultural customs. Participants were divided into three 
groups according to their nationality (Group 1: Saudi nurses; Group 2: Filipino 
nurses; Group 3: Indian nurses). There was a statistically significant difference (p= 
.01) in nursing knowledge about Islamic values and Saudi cultural customs score for 
the three nationalities: Welch’s F (2, 116.53) = 4.33, P= .015. Despite reaching 
statistical significance, the actual difference in mean scores between the groups was 
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quite small. Post-hoc comparisons using the Dunnett T3 test indicated the mean score 
for Filipino nurses (M= 2.93, SD= .42) was significantly different from Indian nurses 
(M= 2.8, SD= .42). Saudi nurses (M= 2.88, SD= .60) did not differ significantly from 
either Indian nurses or Filipino nurses. 
For “Culture” and “Religion” factors the assumption of equal variance (Table 40) has 
not been violated. A one way ANOVA Test was conducted (Table 43), followed by 
Post hoc Tukey HSD Test shown in Table 44.  
 Table 43 
ANOVA for Culture factor and Religion factor with nationalities 
 Sum of 
Equares df Mean Square F P 
Culture Between Groups 1.17 2 .59 4.54 .011 
Within Groups 56.60 439 .13   
Total 57.77 441    
Religion Between Groups 2.22 2 1.11 7.55 .001 
Within Groups 64.46 439 .15   
Total 66.67 441    
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Table 44 
Post Hoc Test Multiple Comparisons Tukey HSD test for Culture factor and 
Religion factor 
 
 Nationality Nationality 
Mean 
Difference 
Std. 
Error Sig. 
95% Confidence  
LB UP 
Culture 
 
Saudi Arabian Filipino -.15568 .05843 .022 -.2931 -.0183 
Saudi Arabian Indian -.07889 .05916 .377 -.2180 .0602 
Filipino Indian .07678 .03617 .086 -.0083 .1618 
Religion Saudi Arabian Filipino -.10308 .06235 .225 -.0435 .2497 
Saudi Arabian Indian .21455 .06313 .002 .0661 .3630 
Filipino Indian .11147 .03859 .011 .0207 .2022 
Note: LB= Lower Bound, UP= Upper Bound, 
 
For “Culture” a one-way ANOVA between group analysis of variance was conducted 
to explore the impact of nationality on the level of nursing knowledge about Islamic 
values and Saudi cultural customs. Participants were divided into three groups 
according to their nationality (Group 1: Saudi nurses; Group 2: Filipino nurses; Group 
3: Indian nurses). There was a statistically significant difference (p= .01) in nursing 
knowledge about Islamic values and Saudi cultural customs score for the three 
nationalities: F (2, 439) = 4.54, P= .01. Despite reaching statistical significance, the 
actual difference in mean scores between the groups was quite small. The effect size, 
calculated using eta squared, was .02. Post-hoc comparisons using the Tukey HSD 
test indicated the mean score for Saudi nurses (M= 2.9, SD= .39) was significantly 
different from Filipino nurses (M= 3.1, SD= .33). Indian nurses (M= 2.99, SD= .38) 
did not differ significantly from either Filipino nurses or Saudi nurses. 
 
For “Religion” a one-way ANOVA between groups analysis of variance was 
conducted to explore the impact of nationality on the level of nursing knowledge 
about Islamic values and Saudi cultural customs. Participants were divided into three 
groups according to their nationality (Group 1: Saudi nurses; Group 2: Filipino 
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nurses; Group 3: Indian nurses). There was a statistically significant difference ( p= 
.01) in nursing knowledge about Islamic values and Saudi cultural customs score for 
the three nationalities: F (2, 439) = 7.55, P= .001. Despite reaching statistical 
significance, the actual difference in mean scores between the groups was quite small. 
The effect size, calculated using eta squared, was .03. Post-hoc comparisons using the 
Tukey HSD test indicated the mean score for Indian nurses (M= 2.54, SD= .37) was 
significantly different from Filipino nurses (M= 2.65, SD= .37) and significantly 
different from Saudi Nurses (M= 2.75, SD= 43). 
 
Religion. 
Religion was the last variable of the demographic data collected from the participants 
in this research study. Religion, as mentioned earlier in this chapter, is categorised 
into six categories including: Islam, Christian, Hindu, Buddhism, Atheism and Other. 
Buddhism, Atheism and Other were filtered out because there was only one 
participant indicating “Buddhism” and “Atheism” and no participants in the category 
labeled as “Other”. Checking the assumption of equal variance by comparison of the 
Muslim, Christian and Hindu was conducted using one-way ANOVA. Table 45 
represents the descriptive statistics of each religion on the five factors of this research 
study. Table 46 shows the assumption of equal variance, which has been violated for 
“Communication” as a factor. For the factors “Culture”, “Kinship”, “Religion” and 
“Nursing Care” One Way ANOVA was conducted and the results presented in Table 
47, followed by post-hoc multiple compression between the religions using Tukey 
HSD and presented in Table 48. 
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Table 45 
 Religions descriptive Statistic on the five factors 
 Number M  SD 
Culture    
Islam 117 3.04 .370 
Christian 308 3.03= .357 
Hindu 21 2.87 .362 
Total 446 3.03 .362 
Kinship     
Islam 117 2.99 .524 
Christian 308 3.01 .46 
Hindu 21 2.89 .39 
Total 446 3.00 .47 
Religion    
Islam 117 2.71 .42 
Christian 308 2.59 .37 
Hindu 21 2.44 .42 
Total 446 2.61 .39 
Nursing Care    
Islam 117 3.09 .41 
Christian 308 3.06 .40 
Hindu 21 2.87 .49 
Total 446 3.063 .41 
Communication    
Islam 117 2.89 .52 
Christian 308 2.87 .41 
Hindu 21 2.86 .38 
Total 446 2.87 .44 
Note. M = Mean, SD = Standard Deviation  
 
 Table 46 
 Test of Homogeneity of Variances 
 Levene 
Statistic df1 df2 Sig 
Culture  .200 2 443 .819 
Kinship  1.46 2 443 .234 
Religion  2.82 2 443 .061 
Nursing Care  .69 2 443 .503 
Communication  3.19 2 443 .042 
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Table 47 
ANOVA for Culture factor, Kinship factor, Religion factor and Nursing Care 
factor with Religion 
 
 Sum of 
Equares df Mean Square F Sig 
Culture Between Groups .51 2 .26 1.97 .140 
Within Groups 57.68 443 .13   
Total 58.19 445    
Kinship Between Groups .29 2 .15 .65 .521 
 Within Groups 99.28 443 .22   
 Total 99.57 445    
Religion Between Groups 1.80 2 .90 6.16 .002 
 Within Groups 64.80 443 .15   
 Total 66.60 445    
Nursing Care Between Groups .94 2 .47 2.83 .060 
 Within Groups 73.56 443 .17   
 Total 74.50 445    
 
Table 48 
Post Hoc Test Multiple Comparisons Tukey HSD test for Culture factor and 
Religion factor 
 
 Religion Religion 
Mean 
Difference 
Std. 
Error Sig. 
95% Confidence  
LB UP 
                Religion 
 
Islam Christian .11409 .04153 .017 .0164 .2118 
Islam Hindu .26947 .09064 .009 .0563 .4826 
Christian Hindu .15538 .08626 .170 -.0475 .3582 
Note: NurC= Nursing Care, LB= Lower Bound, UP= Upper Bound, 
 
For the factor “Culture” a one-way ANOVA between group analysis of variance was 
conducted to explore the impact of religion on the level of nursing knowledge about 
Islamic values and Saudi cultural customs. Participants were divided into three groups 
according to their religion (Group 1: Islam; Group 2: Christian; Group 3: Hindu). 
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There was no statistical significant difference (p= .140) in nursing knowledge about 
Islamic values and Saudi cultural customs score for the three nationalities: F (2, 443) 
= 1.97, P= .140. Despite reaching statistical significance, the actual difference in 
mean scores between the groups was quite small. The effect size, calculated using eta 
squared, was .01. The differences between groups show the mean score for Islam (M= 
3.03, SD= .37) was not significantly different for Christian (M= 3.03, SD= .36) and 
Hindu (M= 2.9, SD= .36). 
 
For Kinship factor a one-way ANOVA between group analysis of variance was 
conducted to explore the impact of religion on the level of nursing knowledge 
concerning Islamic values and Saudi cultural customs. Participants were divided into 
three groups according to their religion (Group 1: Islam; Group 2: Christian; Group 3: 
Hindu). There was no statistically significant difference (p= .52) in nursing 
knowledge about Islamic values and Saudi cultural customs score for the three 
nationalities: F (2, 443) = .7, P= .52. Despite reaching statistical significance, the 
actual difference in mean scores between the groups was quite small. The effect size, 
calculated using eta squared, was .002. Mean score for Islam (M= 2.99, SD= .52) was 
not significantly different from Christian (M= 3, SD= .46) and Hindu (M= 2.9, SD= 
.39). 
 
For Religion factor a one-way ANOVA between group analysis of variance was 
conducted to explore the impact of religion on the level of nursing knowledge about 
Islamic values and Saudi cultural customs. Participants were divided into three groups 
according to their religion (Group 1: Islam; Group 2: Christian; Group 3: Hindu). 
There was a statistically significant difference (p= .002) in nursing knowledge about 
Islamic values and Saudi cultural customs score for the three nationalities: F (2, 443) 
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= .6.16, P= .002. Despite reaching statistical significance, the actual difference in 
mean scores between the groups was quite small. The effect size, calculated using eta 
squared, was .03. Post-hoc comparisons using the Tukey HSD test indicated the mean 
score for Islam (M= 2.7, SD= .42) was significantly different from Christian (M= 2.6, 
SD= .4) and significantly different from Hindu (M= 2.44, SD= .42). 
 
For the Nursing factor a one-way ANOVA between groups analysis of variance was 
conducted to explore the impact of religion on the level of nursing knowledge about 
Islamic values and Saudi cultural customs. Participants were divided into three groups 
according to their religion (Group 1: Islam; Group 2: Christian; Group 3: Hindu). 
There was no statistically significant difference (p= .06) in nursing knowledge about 
Islamic values and Saudi cultural customs score for the three nationalities: F (2, 443) 
= 2.82, P= .06. Despite reaching statistical significance, the actual difference in mean 
scores between the groups was quite small. The effect size, calculated using eta 
squared, was .01. Mean score for Islam (M= 3.1, SD= .41) was not significantly 
different from Christian (M= 3.1, SD= .40) and Hindu (M= 2.9, SD= .5). 
 
The assumption of equal variance for the Communication factor has been violated. 
The analysis Robust Welsh Test was conducted to explore the impact of religion on 
the level of nursing knowledge concerning Islamic values and Saudi cultural customs. 
Table 49 represents the Robust Welsh Test. 
 
Table 49 
Robust Welch Test for Communication factor 
 
Factor Statistics df1 df2 P 
Communication .105 2 53.215 .901 
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For Communication factor a one-way ANOVA between group analysis of variance 
was conducted to explore the impact of religion on the level of nursing knowledge 
concerning Islamic values and Saudi cultural customs. Participants were divided into 
three groups according to their religion (Group 1: Islam; Group 2: Christian; Group 3: 
Hindu). There was no statistically significant difference (p= .90) in nursing 
knowledge about Islamic values and Saudi cultural customs score for the three 
nationalities: F (2, 53.21) = .11, P= .9. Mean score for Islam (M= 2.9, SD= .52) was 
not significantly different from Christian (M= 2.9, SD= .41) and Hindu (M= 29, SD= 
.38). 
 
Conclusion 
This chapter has presented the results of the inferential statistical analysis of the data 
collected from the participants. These inferential statistics represent the results of the 
analysis conducted with survey items post a pre-screening procedure of the survey 
items to discover the internal structure of the survey. This was achieved by 
conducting factor analysis (Chapter four). The inferential statistics for each 
demographic data collected from the participants in this research study were presented 
in this chapter as follows. The analysis compared participant demographic variables  
with each factor, which included “Culture”, “Kinship”, “Religion”, “Nursing Care” 
and “Communication”.  
 
The analysis compared male and female participant’s responses for each factor. 
Assumption of equal variance (Levene’s test) was conducted to see if there was any 
difference in the variances between male and female participants and an Independent 
sample t-test was conducted to explore the assumption. By checking the normality of 
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data distribution the result showed the assumption had been violated in Kinship factor 
and Nursing care factor which led to using a non-parametric Mann-Whitney U test for 
these factors and a sample t-test was used with Culture factor, Religion factor and 
Communication factor.  
 
For educational variables a simple t-test was conducted to check the assumption of 
equal variance to look for the differences between the two groups. Filtering of the 
higher Diploma holders, Masters Holders and others was conducted before running 
the test because only four nurses held a higher diploma, one nurse held a Masters and 
no participants were identified under “other”. A t-test was conducted to check the 
assumption of equal variance (Levene’s test) to look for differences between the 
Bachelor holders and Diploma holders. The result shows nurses educational level 
impact the nurses understanding of kinship of relationship of patients and their family.  
 
For “Nursing Experience” and “Working in Saudi Arabia” variables checking the 
normality of score distribution and the direction of the correlation were conducted, 
which showed normal distribution that indicated the use of Pearson correlation. The 
analysis explored the relationship between nursing experience and different factors. 
Nurses with longer nursing experience and longer years of working in Saudi Arabia 
show more ability of understand patients culture and are better able to communicate 
well with their patients more than nurses with less experience. In addition nurses with 
longer years of working in Saudi Arabia were able to provide better nursing care to 
their patients more than nurses with shorter years of experience in Saudi Arabia.  
 
For the variable Nationality three options ‘Indonesian”, “Pakistani” and “Others” 
were removed. An assumption of equal variance was conducted, which had been 
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violated for “Kinship”, “Nursing Care” and “ Communication”. For these factors the 
Robust Welch Test was conducted, followed by the Dunnett T3 test. The results 
indicated a statistical significance between Filipino’ nurses and Indian Nurses on the 
three factors. For “Culture” and “Religion” the assumption of equal variance had not 
been violated which indicated using a One way ANOVA Test followed by the Tukey 
HSD test. The analysis results showed statistical significance between Saudi nurses 
and Filipino nurses with “Culture” and statistical significance between Saudi nurses 
and Indian nurses with “Religion”. The results also showed statistical significance 
between Indian nurses and Filipino nurses with “Religion”. The results of this 
research study indicated that Indian and Filipino nurses were able to understand 
patient’s family kinship and provide better nursing care for patient’s and their family. 
At the same time those nurses were able to communicate well with their patients 
better than other nationalities surveyed.  
 
For the variable “Religion” removal of Buddhism, Atheism and Others was 
conducted. The analysis looked at the assumption of equal variance in Levene’s test, 
showing violation of equal variance in the “Communication factor”. A Robust Welch 
Test was conducted followed up by a Dunnett T3 test. For “Culture factor”, “Kinship 
factor”, “Religion factor” and “Nursing Care factor” the assumption of equal variance 
was not violated which led to use of a One way ANOVA test followed by Tukey HSD 
test for “Religion factor”, which showed statistical significance between Islam and 
Christian and between Islam and Hindu. 
 
Inferential statistics analysis results contained valuable information, which will be 
discussed in Chapter nine in relation to key literature. The next chapter (Chapter 
eight) presents the findings arsing from the qualitative data analysis. These qualitative 
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findings further explore how Islamic Values and cultural customs influence Acute and 
Critical Nursing Care services delivery to patients admitted to Saudi Arabian 
Hospitals. 
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Chapter Eight 
Qualitative Findings 
Introduction 
This chapter presents the findings of semi structured interviews with 27 nurse 
participants. A qualitative analysis of the transcribed interview data was conducted to 
identify themes arising from responses offered by participants to a schedule of semi-
structured interview questions. The statements made by participants are relevant to 
nursing practice in Saudi Arabia and are reflective of the participants’ experience and 
perceptions (Moustakas, 1994). The themes arise from questions asked during an 
individual interview. The identification of common perceptions and experiences 
detailed by the participants served to generate the themes for the qualitative 
component of the study. The chapter concludes with a summery of the findings of the 
data collected from the participants. 	  
Participants information 
All the participants in phase two of this research study were female nurses. One 
participant was from Pakistan, 11 participants from India, and 15 participants were 
from the Philippines. Table 50 presents an overview of the 27 interviewer participants 
demographic data. Participants were coded by numbers to cover their identity when 
using their responses from the semi structure interview. Four demographic items were 
sought (participants code, nationalities, gender and number of years working in Saudi 
Arabia) and these were considered to collect data while not risking the participant’s 
anonymity. 
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Table 50 
Participant’s demographic data 
Participants Number Country of origin 
Gender Number of years 
working in Saudi Arabia 
Participant 1 India Female 3 Years 
Participant 2 Philippines Female 5 Years 
Participant 3 Philippines Female 12 Years 
Participant 4 India Female 4 Years 
Participant 5 India Female 3 years 
Participant 6 Philippines Female 4 Years 
Participant 7 Pakistan Female 8 Years 
Participant 8 Philippines Female 9 Years 
Participant 9 Philippines Female 6 Years 
Participant 10 Philippines Female 5 Years 
Participant 11 Philippines Female 13 Years 
Participant 12 Philippines Female 3 Years 
Participant 13 Philippines Female 12 Years 
Participant 14 India Female 2 Years 
Participant 15 Philippines Female 3 Years 
Participant 16 Philippines Female 20 Years 
Participant 17 India Female 3 Years 
Participant 18 Philippines Female 4 Years 
Participant 19 India Female 5 years 
Participant 20 India Female 3 Years 
Participant 21 India Female 2 years 
Participant 22 India Female 4 Years 
Participant 23 India Female 5 Years 
Participant 24 Philippines Female 6 Years 
Participant 25 India Female 3 Years 
Participant 26 Philippines Female 11 Years 
Participant 27 Philippines Female 18 Years 
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Overview the themes 
Through the process of the data analysis, common relevant occurrences (responses, 
statements, or expressed perceptions or thoughts) of the participants were coded and 
documented for frequency determination. These occurrences were then categorised 
into related themes. Five themes were extracted from participant’s responses in this 
research study:  
(A) Described differences between nursing practice in Saudi Arabia and the nurses’ 
country of origin;  
(B) Diversity in nursing care in Saudi Arabia;  
(C) Factors influencing nursing practice in Saudi Arabia;  
The thematic category of factors influencing nursing practice in Saudi Arabia was 
further divided into five sub-themes, which consisted the influence of  
(1) Technology; 
(2) Religion;  
(3) The patient’s family; 
(4) Patient economic status, and  
(5) Patient education level on nursing practice in Saudi Arabia  
D) Adapting care to religious and cultural beliefs; 
(E) Barriers to nursing practice that divided into two subthemes that included  
(1) Religious and cultural barriers, and  
(2) General barriers. 
These thematic categories are described and presented using textual examples from 
the interview data as well as frequency of occurrence across the different interview 
participants. 	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Described Differences in Saudi Arabia Compared to 
Nurses’ Country of Origin. 
Participates were asked “Can you outline the differences between caring for patients 
in your home country and in Saudi Arabia?” and “ How much do you think 
technology has influenced acute and critical care nursing delivery in Saudi Arabia 
compared with your home country?”. Participants stressed cultural differences and 
barriers (13 of 27 participants) and specifically, the participants commonly noted 
differences related to (a) gender segregation (10 of 27 participants), (b) the influence 
of the attendant (or advocate) on patient compliance and consent for procedures (4 of 
27 participants), (c) that health care in Saudi Arabia is free compared to their own 
country in which health care is dependent on financial ability (4 of 27 participants), 
(d) that care in Saudi Arabia is dependent on patient and family agreement (3 of 27 
participants), and (e) that the nurse-patient relationship in Saudi Arabia lack intimacy 
that is evident in the care in their country of origin (3 of 27 participants). Table 51 
provides the full variety of participant responses, highlighting the responses given by 
more than one participant (Common responses). Responses offered by a single 
participant were not included in the table. These single responses included: (1) in 
Saudi Arabia nurses will often oppose (not agree to) care/treatment; (2) in home 
country, have nurses aids/assistants, but in Saudi Arabia all work is done by the nurse; 
(3) family is more responsible for care of the patient in own country; (4) greater 
access to administration in Saudi Arabia; (5) patients refuse non-Muslim nurses in 
Saudi Arabia; (6) there are many foreigners in Saudi Arabia hospitals; and (7) 
workload is better in Saudi Arabia compared to home country because of fewer 
number of patients per nurse. 	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Table 51 
Differences in Nursing Practice in Saudi Arabia 
Themes 
Number of 
participants to offer 
this response 
Cultural differences and barriers 13 
Gender segregation 10 
Influence of advocate /attendant on care and obtaining consent 4 
In own country care is dependent on financial ability; in Saudi 
Arabia is free 
4 
Care is dependent on patient and family agreement in Saudi Arabia 3 
Nurse-patient relationship lacks intimacy in Saudi Arabia 3 
In own country, patient makes health decision for themselves 2 
Nursing education and training better in own country 2 
Restricted physical contact in Saudi Arabia nursing 2 
Poor treatment of nurses/foreign nurses in Saudi Arabia 2 
In Saudi Arabia depend on nurses only for everything; in home 
country, many different departments and technicians and care of 
family 
2 
	  
Cultural differences and barriers were described by the expatriate nurse participants 
working in Saudi Arabia, compared to their experiences in their country of origin. 
Participants described the differences primarily in terms of cultural differences, which 
can create barriers to providing high quality care. For example, participant 14 (P14) 
described how culture as well as patients education level impacts on ability to explain 
care and provide consistent care: 
There are so many differences between the care which we are giving to the 
patient in Saudi Arabia, compared to our country of origin. The main 
difference is the culture difference, but patients, if they are educated, they will 
understand us. But even though we are feeling difference between giving the 
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care, we cannot give the full care, what we feel fully, we cannot deliver to the 
patients. (P14) 
 
Participant 8 focused on religious beliefs influencing differences in nursing care: 
We came from a Christian country and now I'm working with Muslims. So 
[with] religion, itself, there will be a difference with them because you have to 
consider their culture. I am a foreigner in this country so I have to consider 
them, how they believe, how we will deal with them that their culture will not 
be affected or especially their religion. (P8) 
 
Participant 11 discussed the importance of being sensitive to the differences and 
respectful of the culture and religious practices in nursing care. A nurse could come 
from a different culture and religion but must be open to patients beliefs and respect 
their wishes: 
Caring for the patients here in Saudi Arabia and in my own country differs. So 
when it comes to the Saudi Arabian culture, beliefs and traditions, so as an 
Asian Nurse I should be very sensitive to their needs based on their traditions. 
So we have to base our care according to our beliefs and we have to be very 
sensitive when it comes to the religion. We have to respect them and we have 
to know the do and do not in caring for patients in Saudi Arabia, we have to 
respect their religion and their traditions.  For example, in my case I am non-
Muslim Nurse, so I have to know what are the exemptions when it comes to 
what are the things that we have to do, for example, for female patients we 
have to know that they are not supposed to be examined by a male doctor 
without any female nurses with them.  And we have to not unnecessarily 
expose them, we have to cover the females. (P11) 
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One of the major differences noted by participants involved gender segregation, 
which was not typically practiced in their home countries.  The limitations imposed 
by gender segregation were discussed by participant 12 (P12) 
In terms of care delivered, but in terms of this gender, because I work with 
males, so when I [have] contact with the patient, you cannot smile or laugh 
with the patient, and you cannot even touch the patient. Because in the 
Philippines, we are smiling or we are laughing when we are talking with the 
patient, [and] we can touch. But here you cannot touch the patient, because 
they will think that you are interested in them and our seniors are always 
telling to us, do not laugh with the patients. (P12) 
 
Although participant 13 stressed that caring for patients is based on a universal 
theoretical background, this participant also acknowledge the limitations as barriers 
brought by cultural beliefs: 
Actually caring for patients is the same wherever you would be, because our 
theoretical background is the same.  But, fortunately, or unfortunately, there 
were some barriers that we have to consider because of the cultural beliefs; so 
that is the difference. An example in our country, you can assess the patient, or 
the male doctor can assess the patient even without the presence of the nurse 
with him.  But here because of the culture, and they’re a little bit conservative 
you cannot. The doctor, a male doctor, cannot examine a female patient.  And, 
also, there are some considerations when it comes to religion (P13) 
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Diversity in Saudi Arabia Nursing Care. 
The researcher asked the participants the following questions “ Discuss with me any 
diversity you have seen between Saudi patients in your care?”, “ Does economic 
status influence how you care for a patients?”, “Does the patients educational level 
have any influence on your practice when you care for patients in your unit?” The 
second thematic category was developed from participant descriptions of the diversity 
of the nursing care environment in Saudi Arabia. Nurses noted the differences 
between patients from the province areas and those from the cities (7 participants); 
that some patients are more demanding than others, related to geographic origin, 
education, and social status (8 participants); and language differences (4 participants). 
Table 52 outlines the participants of responses with the associated frequency of each 
response among the 27 participants in the study. 
Table 52  
Diversity in Saudi Arabia Nursing Practice 
Themes 
 
Number of 
participants to offer 
this response 
Some more demanding/some more polite  8 
Differences between province and city patients  7 
Language differences  4 
Language, culture, religion, nationality, sexual orientation; all 
different and diverse 
 
 
2 
Diversity can lead to miscommunications, hostilities, and 
awkwardness 
 
 
2 
Deal with each person uniquely  1 	  
In discussing diversity in nursing practice in Saudi Arabia, the nurse responses were 
commonly focused on differences suggested by geographic location (city versus 
provincial), supporting language and attitudinal differences. Of note was the 
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expressed differences between the patients from the city compared to those from the 
nearby provinces.  Participant 1 noted this type of difference in terms of questioning 
the nurses: 
If some patients from the big city will come to this hospital they will ask for 
everything when they are here. If we are not providing for example tissue 
paper to patients they are asking us, why are you not giving this thing? also if 
we have single room they will ask if we can transfer there. (P1) 
 
This concept of the patient and/or the patient’s family being more or less demanding 
was also discussed by participant 14 and related to socioeconomic status:  
Yes, you can see the patient will be more demanding if they are from a high 
society. So, we know that this patient is in need of these things, so we will 
behave accordingly to their need. For example we have some people due to 
their financial status or their political position we call them the VIP (Very 
Important Person) patients and we have a special room here also in the 
hospital, so the patient and even some relatives who are there, they are very 
demanding and we satisfying their needs not always for the patient, but for the 
relatives. (P14) 
 
Participant 17 felt that Saudi patients in general are more demanding in nature 
compared to patients from their own country, while also noting the differences in 
attitude according to education level, which will be discussed further in the analysis: 
The main thing I have noticed, almost all the Saudi peoples are very 
demanding. Not all Saudis, but almost all the Saudis. Some people have good 
education, higher education; they will be okay compared with the others [who 
have lower education level] (P17) 
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The differences in education level were also related to geography in that the city 
patients were felt to be more highly educated, and therefore were able to understand 
the nurse and procedural explanations more easily, supporting compliance, compared 
to those who were less educated. Participant 2 described: 
For example, a patient from Jeddah or Riyadh or Dammam is well-educated 
usually, as far as I have observed. They can understand what you are talking 
about, also the procedure. While here in Baljurashi (Name of rural city where 
parts of this study took place) no matter how many times you will explain to 
them for compliance of a procedure, they will not follow our instruction and 
will not understand the process of care delivery. They will not be compliant to 
anything (P2) 
 
The diversities discussed can serve as barriers, such as language barriers, that affect 
ability to communicate with the patient. For example, participant 3 stated: 
Sometimes we cannot understand each other. Even how much you are trying 
to express what you want to tell to the patient and to his/her family if they are 
there, it’s just like they cannot understand you because maybe some Arabic 
words are missing or we cannot say it in the right way (P3) 
 
In particular, patients and/or families who understand English were at an advantage, 
in that communication became much easier and was more effective, in supporting 
compliance, consent, and generally better understanding between the nurse and 
patient. However some patients use dialect and mix English with Arabic words. 
Participant 8 for example described: 
Some of them know English so it's easy to deal with them because we know 
English. We can understand each other and we can easily communicate with 
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them unlike those who came from [rural area] such as (Name of remote rural 
area in the region where this study took place), sometimes even though it's 
Arabic it's different also from what we have learned here in this region. They 
have different language (dialect). For example, a urinal, some will call it 
“Shukan” some will say it's a “Bowl” so that there is really a difference 
language (dialect). (P8) 
 
From the initial interview questions concerning diversity and differences experienced 
and perceived in Saudi Arabia nursing practice, the participants were then asked more 
specifically about the factors they felt influenced their practice of nursing in Saudi 
Arabia. These responses formed the next thematic category. 
	  
Factors Influencing Nursing Practice in Saudi Arabia. 
The third thematic category was developed from data revealing participant 
perceptions of factors that influence nursing practice in Saudi Arabia. This thematic 
category was further categorised into five sub-categories, which included (a) the 
influence of technology; (b) the influence of religion; (c) the influence of the patient’s 
family; (d) the influence of the patient’s economic status; and (e) the influence of the 
patient’s education level on nursing practice. Each sub-theme is described separately 
using frequency tables and textual examples. 
	  
Technology. 
The first sub-category related to the theme of factors influencing nursing practice was 
developed according to participant perceptions of the influence of technology on 
nursing practice, both in Saudi Arabia and in the nurses’ country of origin. Common 
	   	   244 
	  
responses highlight (a) the high technological nursing environment in Saudi Arabia 
compared to their own country; (b) that technology is perceived to reduce time spent 
delivering care, supporting more efficient and higher quality care; (c) the high cost of 
technology use in their own country compared to the free, high technology care 
received in Saudi Arabia; (d) that a lack of technology slows service and decreases 
quality; and (e) the importance of having knowledge of technology. Table 53 provides 
the variety and frequency of participant responses regarding the influence of 
technology in nursing practice in Saudi Arabia and in their country of origin. 
Responses offered by a single participant were not included in the table. These single 
responses included: (1) private hospitals in home country have technology 
comparable to Saudi Arabia; (2) smaller hospitals in home country do not have 
technology; (3) same technology around the world; (4) technology advances our 
knowledge; (5) in home country, ICU nurses are better trained and experienced; in 
Saudi Arabia, ICU nurses have little experience with the technology. 
Table 53 
Influence of Technology 
Themes 
Number of 
participants to 
offer this response 
High technology to support nursing care in Saudi Arabia; home 
country lacks the same technology 19 
Technology reduces time spent to deliver care; offers more efficient, 
better care 19 
Free care in Saudi Arabia with use of technology; in own country, 
technology care is costly 11 
Lack of technology slows service and decreases quality 6 
Importance of having knowledge of technology and its use 3 	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Participants in this study commonly noted that the technology in Saudi Arabia is more 
available for use with patients. Participant 10 described the level of technology to the 
level seen in the United States: 
As I observe here in Saudi Arabia, ventilators, everything, cardiac monitors – 
especially in ICU where I am working – because I can see on television in an 
American setting almost the same technology they are using here in Saudi 
Arabia. This technology [helps] in caring for patients in acute, and critical care 
area, especially ventilators. (P10) 
 
This high level of technology use was felt to save time for nurses and provide high 
quality care to patients. Participant 20 stated, “Here, with new technology, it’s all 
electronic and time will reduce [less time to provide care]. In our country it’s all 
manual. Time [needed to provide care] will increase there, like that” (P20). 
Participant 25, who compared technology use in Saudi Arabia to India, similarly 
noted technology use would save time. 
Technology has influenced a lot in Saudi Arabia because I have experience 
from India, when I worked in India in ICU we were using manual BP 
apparatus we were pumping mercury then checking the BP, but when I came 
here we are using these digital thermometer and digital BP apparatus. It is 
very easy to use and it saves time. (P25) 
 
Time is critical to providing quality care, as nurses using technology are afforded 
more time to provide care to more patients. Participant 1 reported, “The advanced 
modern equipment and instrument will help me and I will spend less time when I 
deliver care to my patients” (P1). Participant 18 also described the advantage of 
technology in terms of time saving: 
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In Saudi Arabia, infusion pumps [for example], it’s very good because no 
need to calculate, no need to regulate manually. For example, if we will give 
Dopamine, and then we will transfuse it, we should regulate transfusion set, 
and we will count the drips per minute. But if we are giving the medication 
through infusion pump, it’s very good because we will give the exact amount 
needed for the patient. The difference is very big, because, in our country, 
previously, we were using mercury thermometer. So it’s very difficult, If you 
have 31 patients in a ward, and you will check temperature with this mercury 
thermometer. So, for every patient, you should remove, and then clean with 
alcohol, it will take a lot of time, but here, we will just use thermal probe. As 
well taking blood pressure It will take a lot of time in our country, because 
[the] apparatus is manual also. (P18) 
 
Participant 13 explained the relationship between technology and efficiency as well as 
enhanced diagnostics. This participant stated, “When it comes to technology, really it 
plays a major role in delivering the patients’ care. It makes our work easier, and, of 
course, it easily facilitates diagnosis for the patient” (P13). 
 
In the critical care setting, as described by participant 14, this efficiency of care is 
relevant to delivery of quality care, as noted by participants 14, 16: 
Prioritising in critical care, it's most different.  The technology has much 
influenced critical care, because, for example, we have the central monitoring, 
and the EKG machines, everything is available in the critical care unit itself. It 
will aid in the immediate and the emergency care and we can deliver the full 
care to the patient. (P14) 
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Yes, technology has helped in critical care nursing delivery in Saudi Arabia 
because with this high technology there is faster care for the patients, faster 
resource for patients. Saving time for the nurses. The workload, it has lessened 
the workload for the nurses, because before we used to do it manually, now it 
is because of technology we can just see everything in one touch like that, 
everything is there for us. (P16) 
 
Technology in Saudi Arabia can improve the process of diagnoses of a patients 
condition participant thirteen mentioned the influence of modern technology of 
patients care service process. Described by participant 13: 
It slows down the diagnosis as well, because if you don’t have the facility to 
do advanced diagnostic evaluation through technology, then it will cause 
delay. Instead of taking it in a few seconds, you use the manual thermometer, 
and you take two to three minutes more, so it’s a big difference.  And, of 
course, when you won’t have enough time to care of patient, you cannot give 
what you want to give to your patients. (P13) 
Compared to nursing practice experience of participants in India or in Philippines, 
Saudi Arabia was described as having greater access to and use of high technology in 
nursing practice. It was also noted that the technology in Saudi Arabia was offered to 
everyone, whereas in the nurses’ home countries, technology was very costly and 
limited in use to those who could afford it as described by participant 9: 
When I came here to Saudi Arabia, there is difference because we found only 
these advanced machines in private hospitals [in home country]. Some public 
hospitals, it's not available [in Philippines]. So here, the government provides 
every thing so we can provide best nursing care for the patient. In Saudi 
Arabia, I found so many differences in this technology. We may advise to 
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send patient to another hospital because some equipment it's not available, for 
example CT scan not available here in our hospital but it is there in the other 
hospital in the region, almost all necessary equipment’s are available. So it's 
easy to diagnose a patient and be easy also for us. If I will compare with my 
home country, there is much more technology here. (P9) 
 
This greater access to technology was also expressed by participant 2: 
In Saudi Arabia and Philippines the impact of advanced technology has 
changed in many areas in delivering nursing care. Because of this everything 
in health care is made to be easy and fast and the needs of the patients are 
being met. The difference here in Saudi Arabia everything related to health 
care is free and whereas in our country, it is very costly to use the advanced 
technology. So only those who are rich can benefit from this advanced 
technology. (P2) 
 
Finally, having the appropriate knowledge of technology was also felt to be important 
to the nursing staff, as technology in nursing is growing in use worldwide. Therefore, 
nursing education and training was highlighted. Participant 11 explained:  
Now we are living in the world of technology, the influence is not only in 
Saudi Arabia but worldwide. So for nurses working in the critical care area we 
have to undergo training, education, in order to enhance our knowledge in 
order to be comfortable with the latest trend of technology. For example, in 
critical care, dealing with computerised cardiac monitoring and more 
advanced ventilator, or advanced life support machine, I think there is not 
much difference when it comes to this technology, technology is a continuous 
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practice, and we can encounter this all over the world. So what we have to do 
is we have to adjust and we have to catch up with this type of set up. (P11) 	  
Religion. 
The researcher asked the participants here the following question “ Do you think 
religion in Saudi Arabia (Islam) has any impact that may cause you to change your 
behavior or practice when you deliver critical care services to Saudi Arabian people”. 
From the answers to this question the sub-theme religion emerged. The second sub-
theme under factors influencing nursing care included responses describing the 
influence of religion on nursing practice. Common themes highlighted a number of 
areas in which religion influences nursing practice.  These common themes included 
(a) patient fasting, which alters scheduling of medication, tests, and treatments; (b) 
allowing time for prayer by adjusting medication and procedure times; (c) being 
respectful of religious beliefs, traditions, and prayer in delivery of care; (d) gender 
segregation issues; (e) requests for Muslim nursing staff; (f) practice of covering up 
females limits care and quality of care; (g) religious influence perceived greater in 
Saudi Arabia compared to home country; (h) social and cultural behaviors influence 
care, not religion; and (i) request for Muslim care in end of life care. Table 54 
provides the results and associated frequencies. Responses offered by a single 
participant were not included in the table. These single responses included: (1) fasting 
does not affect care in the intensive care unit because is not allowed; (2) explain to 
patient the importance of medication despite fasting; (3) increased workload at certain 
times because of accommodating fasting. 
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Table 54 
Influence of Religion on Nursing Practice 
Themes 
 Number of 
participants to offer 
this response 
Fasting patients: changes scheduling of medications, tests and 
treatments 
 22 
Allowing time for prayer: adjust medications or procedure 
times 
 19 
Respect religious beliefs, traditions, prayer, in delivery of care  10 
Gender segregation issues   5 
Requesting Saudi/Muslim nurse  4 
Covering up the females limits care and quality of care  4 
Religious influence is greater in Saudi Arabia than in home 
country 
 4 
Social and cultural behaviors not religion affect care  3 
Specific to end of life care; must be Muslim  3 
Affects quality of care  2 	  
Another factor perceived to affect nursing care in Saudi Arabia was religion. The 
majority (22) of participants discussed the challenges of nursing practice with fasting 
patients during the Muslim fasting month “Ramadan”. This was noted to be different 
from nurse’s own countries. The fasting and prayer practices associated with religion, 
and in particular, the fasting month of “Ramadan”, created issues with timing of 
medications, blood tests, and other procedures, which the nurses adapted to. 
Participants 3, 5, and 9 offer examples of how this religious practice presents some 
timing difficulties for nurses providing care to patients: 
Yes, of course, because of the changing timings of medications, from the 
timing before patient doing fasting, we have to change the time of checking 
their blood sugar to accommodate new timing according to their fasting time. 
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We cannot give medication to the patients when they are fasting also if they 
are praying. Sometimes, our work will be delayed but, of course, we have to 
respect what is their practice here…Especially nowadays; this month is 
Ramadan some patients are having fasting.  Then, we will change the timings 
when we are taking blood sugar, or giving medicine. Before they will break 
their fast in the evening, it is [care in] reverse . (P3) 
 
Ramadan time (fasting month); almost all patients are fasting, so [during] 
fasting time, we are not giving any medication to the patient. We are waiting 
for fasting to finish. So this is one influence. When the patient is fasting, it 
means we are taking fasting blood sugar before they will start to eat. They are 
finishing their fasting around 6.30 to 7 o'clock in the evening, so that before 
that time, half an hour, we will take the fasting blood sugar and after that 
patients will break their fasting. While early in the morning, I think before 4 
o'clock, because I am now only doing night shift, so I am not sure about the 
correct time, but I am sure that it's near to 3.30, 4 o'clock, after patients will 
finish their food, we will take the RBS [Random Blood Sugar]…It's reverse 
and fasting blood sugar in the evening. (P5) 
 
Yes, Ramadan is a fasting month. Patients are fasting so that we will adjust the 
timing of medications. We will give them their medication before they will 
start their fasting at 3 am like that and if they are praying also we will not 
disturb them because that is their time for prayer. That is the huge difference, 
really. (P9) 
 
In addition to fasting rituals, many patients participate in active daily prayer rituals, 
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which also may present problems in that the nurses respect the patients’ prayer times 
by trying not to interrupt. Participant 11 described how the nurses wait for the patients 
to pray: 
This is [because of] the religion, Islam, in Saudi Arabia patients are praying 
five times a day. We have to stop, or we have to pause what we are doing for 
the patient if they wish to pray. Then after their prayers we can continue our 
work. (P11) 
 
Participant 12 further detailed how nursing practice may be affected by prayer times, 
giving an example: 
For example, sir, we are giving medicine at 12:00 noon, first we will priorities 
what the patient is doing according to their religious beliefs. For praying time 
is 12:00 for the “Salah”[Prayer]. The time when it is call for “Salah” [Prayer], 
we will not give medicine to the patient, only after “Salah” [Prayer], that’s the 
time we are giving the medicine. This [is] about their religion, I am not 
complaining, sir. It is their religion if the patient is having their Salah, we are 
respecting their practice. (P12) 
 
A problem may arise in the delay of care to other patients due to a delay waiting for 
prayer time for each patient. As such, these delays can be time consuming for the 
nurses as they are about all patients not simple adjustment for individual. Participant 
14 explained: 
When I'm giving care to the patients, and the prayer time is on, that will cause 
me to delay my care to the other patients because I have to pause my work and 
allow patients to pray. It will consume my time, but I know I have to respect 
their religion and their prayer and everything. (P14) 
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Despite the delays, the nurses described learning to be patient in order to respect the 
prayer time and religious beliefs of the patients. Participant 15 articulated: 
They are praying five times and you should wait because it is a matter of 
respect and of course, we as nurses, we should know how to wait, to have 
patience. We should know how to respect. We learn how to have patience. 
(P15) 
 
Participant 25 highlighted the importance of the patient’s psychological well-being in 
addition to their physical wellness. As such, being patient and respectful of the 
patient’s prayer time, regardless of possible delays, is important when providing total 
care for the patient. Participant 25 explained: 
Of course, I will wait for the patient to pray I will wait, I will just go to the 
next patient. I will give medication, then I will come back to this patient. 
There will be a delay, but we have to consider the patient as they are the VIPs 
of the hospital. Because in my opinion if I am a patient then, my psychological 
feeling is more important than anything. (P25) 
 
Another factor related to religious influence on nursing care in Saudi Arabia was 
considered to be gender segregation. Participants described how requirements for 
gender separation and limited interaction hinder the nursing care process, and even 
physician care processes. This is an influence that was felt to be much greater than in 
their home country, even among Muslims in their own country, as described by 
participant 21: 
Here, I think, cultural beliefs [effect practice], it’s more than our home 
country, because even in home country, Muslims, are not covering all times, 
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and here male doctors can’t go to female patients directly; they have to go 
with a nurse. (P21) 
Participant 10 described in detail how the gender segregation affects everyday 
practice, but also the importance of communication with the patient, to explain the 
importance of certain procedures in which they may be exposed for a time, and the 
effect on compliance. 
Female Patients, want a female nurse only, but male patients accept male and 
females [nurse]. Female [patients] don’t want males to care for them, 
especially doctors. Sometimes this belief restrains doctors to only assess 
verbally. For female patients, we [nurses] need to assess the doctor together 
with the patient. So, we will explain the procedure or what doctor may do to 
the patient first, especially conscious patients, that the doctor is going to assess 
you, [for example] these echocardiograms, we explained to the patient that the 
doctor will expose [the] front part of your body. Anyway, after explaining, 
patient will cooperate. (P10) 
 
This type of segregation was not reported in their home countries. Therefore, this was 
a specific difference between Saudi Arabia and the nurses’ home countries. 
In my home country there is no difference in [Care for] male or female, we 
can deliver the same care and in same unit. Here there is a difference. Female 
is separate and male is separate, but in ICU (Intensive Care Unit) we have 
small bed number, limited, so males and female together. (P23) 
 
Finally, another commonly noted way religion affects nursing practice related to end 
of life care, for which some non Muslim nurses were limited to their services simply 
for being a non-Muslim.  Participant 10 explained:  
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Some relatives, especially of dying patients, they are saying we don’t want 
[non-Muslim nursing care] especially cleaning, post mortem care.  They say 
they want only Muslim staff to clean their relatives, but sometimes we try to 
explain to the relatives, not all staff in ICU are Muslims, so after explaining 
that, some relative are agreed.  (P10) 
 
Patient family. 
The third sub-category related to factors that influence nursing practice and care in 
Saudi Arabia was determined from participant responses reflecting the impact of the 
patient’s family on nursing care and practice. Key themes in this thematic category 
included (a) family has both a positive and negative impact on nursing; (b) family 
provides support and care for patient; (c) do not consider Saudi Arabia to have 
extended family relationships; (d) patient family more demanding, forcing more 
attention from the nurse; (e) family can encourage understanding and compliance; (f) 
family visits can restrict time frames and ability to provide care. Table 55 illustrates 
the participant responses related to the effect of family. Responses offered by a single 
participant were not included in the table.  These single responses included: (1) 
depends on attitude of Patient Advocate (some refuse procedures for patient); (2) in 
own country, family does not influence care; (3) cultural requirements; (4) in own 
country, more care is given by family; (5) can be rude or provoking; (6) difficult with 
communication issues; (7) positive when patient family is appreciative of nurse; (8) 
makes nurse work best because responsible to patient and relatives; (9) 
discriminatory; (10) sometimes will usurp the nurse and complain to director; (11) not 
interfering or affecting nurse practice at all. 
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Table 55 
Influence of Patient Family on Nursing Care and Practice 
Themes 
 
 
Number of 
participants to offer 
this response 
Both positive and negative impact  16 
Easier because family can help support and care for patient  9 
Did not agree that Saudi Arabia have extended tie family 
relationships 
 9 
More demanding, asking question, forcing more attention of nurse  7 
Family can encourage understanding and compliance  5 
Restricting time frames and ability to provide care when visiting  3 
Time consuming explaining condition to each family member  2 
Family or “Watcher” (Patient’s advocate) helps inform the nurse to 
patient status, facilitator for nurse practice 
 2 
In Saudi Arabia, family has more impact on care than own country  2 
Difficulty with family following rules and recommendations  2 	  
In Saudi Arabia, patient families have a direct impact on the care of their loved one. 
Each participant’s experience of working with families was sought. This theme came 
from the participants answer to the following questions: “Saudi Arabian patients have 
extended tight family relationships. Do you agree with this statement? How have you 
experienced your patients family member influence the process or practice of acute 
and critical care nursing care delivery in your hospital?”. Although nine of the 27 
participants did not agree that in Saudi Arabia the families tend to have strong and 
extended ties, the remaining participants described the different ways that nursing 
care is affected by patient families. Nurse participants described both positive and 
negative influences of family in these circumstances. For example, participants 11 and 
13 detailed how some family members can be rude, unpleasant, or demanding of the 
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nurses’ time, while others can be appreciative and helpful, and even encourage 
understanding and compliance with the patient: 
So [family] influences a lot because some are willing to participate in caring 
for the patient and some totally don’t like to... they are not ready to participate. 
So there’s a trend now that health practitioners are not doing for the patient, 
but we should do with the patient. So, I think, we should involve also the 
relatives and the patients family member who stay in hospital with the patients 
which we call the “Watchers” [advocate]. So we are trying to teach them the 
correct care for the patient, especially if the patient will be discharged and 
they will be the one responsible in the home….Some “Watchers” are having 
more queries, when it comes to care about [patient] or any [thing] about 
medication, sometimes we get irritated in answering their questions, and some 
of them are more demanding than the patients (P11). 
 
Participants used the term “Watcher” which means the patients advocate. This role is 
further explained by participant 13 
Actually, as I have seen, because I have been here for quite some time.  There 
is a positive and a negative impact; positive in the sense that the family is 
there to support the patient, and they’re very eager to know the condition of 
the patient, and what will be done, and so on. Negative in the sense that 
sometimes when [we] have to do the procedure, especially the patient comes 
(admitted), they are there, we cannot let them go out because they want to see 
what’s going on with their patient. So it delays the emergency, or the delivery 
of emergency care, or if we want to do something that is urgent or needed 
really for the patient, especially, for example, during resuscitation. We cannot 
control the relatives, so it disturbs our work because they are there crying and 
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they want to be there. And sometimes when you want to get a consent we have 
to ask for example, a family member the “Watcher” [advocate]. This 
“Watcher” sometimes may not give the consent, and they have to call 
somebody else to come to give the consent. (P13) 	  
Economic status. 
The fourth thematic category under factors influencing nursing care and practice in 
Saudi Arabia is the influence of patient economic status. Key themes in this category 
included (a) more attention given to VIP patients; (b) care perceived as generally the 
same regardless of economic status; (c) VIP or high Socio Economic Status family 
members are more demanding of the nurse and nurse’s time; and (d) physicians 
respond with greater attention to VIP patients, but nurses perceived to provide the 
same care regardless of economic status. Table 56 illustrates the variety and 
frequencies of responses study participants. Responses offered by a single participant 
were not included in the table. These single responses included: (1) if do not have 
something available, will inform and high economic status family or patient can get it 
elsewhere; (2) local patients are more demanding and impatient; (3) different 
education levels and understanding; (4) potential personal bias; (5) VIP no difference 
in care except use of VIP room. 
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Table 56 
Influence of Economic Status 
Themes 
 Number of 
participants to offer 
this response 
More attention to the VIP patients  21 
Care is generally the same  19 
VIP or high SES family more demanding  10 
Physician responds with attention to VIP patient, but nurses same 
care 
 5 
Sometimes non-VIP patients get delayed for VIP patients  2 
* SES= Socio Economic Status 
The researcher asked the participants the following question, “ Does economic status 
influence how you care for a patient?”. Although most participants reported generally 
the same care provided to all patients, nurses reported that high socioeconomic status 
(VIP status) made a difference in the amount of attention the patient received, either 
because the nurse was concerned to make a good impression or because the patient 
and family was more demanding. For example, participant  stated: 
Actually, caring of all patients are the same, but when we have VIP patients, 
we are more conscious about them. Some time they are more knowledgeable 
than the other patients. VIP patients, sometimes are more, demanding about 
the care we provide. We provide the same level of care to every body. For 
VIP, there is not much difference in care delivery process but we are more 
conscious about taking care of them. (P3) 
 
Very Important person (VIP) is a term used by the nurses working in the hospitals 
where this study took place. This term is used to describe the rich patient or the 
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person with higher social, political or government position. Hospital administration 
may direct the healthcare worker in the hospital to give more care and attention to 
VIP’s. The VIP’s some time have obligations that require the hospital administrations 
to facilitate the process of fulfillments of these obligation during their stay in the 
hospital. 
  
Participant 11 agreed, remarking that it is perhaps human nature when dealing with 
those considered very important to society. 
Actually we should not [treat] them differently; we should treat them equally, 
but sometimes we are only human beings, so we tend, to give more 
importance to these VIP patients than the ordinary patients. (P11) 
 
Participant 13 described the difference in terms of being more careful and to do an 
excellent job, but not neglecting care responsibilities for others. Accordingly, the care 
is provided the same, but they may be a bit more careful around the VIP in terms of 
attitude, behaviour, and duties. This participant reported: 
If we want to provide quality care to the patient, it should be regardless of 
their economic status, race, or whatever. But the thing [situation] is, if we have 
a VIP patient, or a patient that is let’s say he’s a governor or whatever, we are 
becoming more cautious, in the sense that we are really taking care of the 
things that we do. We are more cautious to provide the care. I mean, carefully 
doing everything, and also, with the way we behave, our behaviour in dealing 
with them. We try to control and try to be more patient, maybe because we are 
afraid somehow.  But it doesn’t mean that it compromises our care, that we 
don’t deliver the same care for the VIP or the non VIP.  But it’s just that we 
are a little bit careful. (P13) 
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According to participant 22, sometimes they do not know whether someone is rich or 
poor, but when there is a VIP patient, extra care and attention given to VIP patients 
may result from fear of complaints to a higher authority. This participant claimed the 
care is the same, they are just more aware of the VIP patient. 
They are very rich, or sometimes we cannot identify, recognise them like that. 
The care will be the same, but sometimes for example there is a VIP patient, 
we are forced to care more for all patients the care will be the same, but we are 
forced to be more aware of that VIP patient. Maybe we are afraid of higher 
authority if there will be any complaints (P22) 
 
This notion of fear was also supported by participant 26, who described the reaction 
of nurses to VIP patients, despite that they should deliver the same care, regardless of 
economic status. 
VIP patients, wherever you will go in this world are really very important 
people. You cannot avoid VIP patients, this is already in the notion of the 
nurses, that if patient is VIP, the attitude of the nurse will change. I think, the 
point that we are afraid, because this patient is rich, or known to some of the 
hospital administrators, so the nurses, or the nurses’ behaviour is different, 
But, supposedly, there should be uniform treatment of the patient, whether 
patient will belong to VIP or patient will belong to low economic status, 
nurses should treat them equally. (P26) 
 
Participant four discussed how VIP patients require more attention because they 
demand more attention, despite efforts to deliver the same care, which is made 
possible because all care in Saudi Arabia is free. 
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In Saudi Arabia all medication and all treatment and Health care facilities are 
free. So it’s not affecting us. Same care [we] provided to all patients. Some 
time VIP patient will be demanding; they want everything to themselves. They 
will demand. So we will give those people what they want, but the other who 
are not demanding we are giving what is needed for their health condition 
only. (P4) 
Participants five and nine described how physicians often behave differently, being 
more responsive compared to non VIP patients; however, the nursing care was 
considered to be the same regardless of status. 
So we are giving more care, because many doctors are coming and seeing [the 
VIP patient], not like others patients. For us [nurses], our care is the same for 
every body. (P5) 
 
Yes, for the physician sometimes for a non VIP patients they will delay [the 
procedure]. The doctor will come after an hour for example. For VIP patients 
doctor will come urgently, immediately. From the nurses' side we are giving 
the same [care]. For our duty we inform the doctors about any progress in 
patients condition whether VIP or not VIP, but when we inform the doctors 
that this patients is VIP they will respond immediately and if the patient not 
VIP they may delay and they may come late to see the patient. (P9) 	  
Level of education. 
The fifth thematic category under the factors influencing nursing practice in Saudi 
Arabia was developed from participant responses related to the influence of the level 
of patient education on nursing practice and care. Key themes in this category 
highlight that education allows for greater understanding on the part of the patient in 
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terms of care received; that communication is enhanced with more educated 
individuals, particularly if they know English; difficulties experienced when 
attempting to explain a condition or procedure to uneducated individuals, resulting in 
a lack of understanding and need for additional time to consult the patient; and that 
more educated patients and family members were perceived to have more questions 
and concerns over nursing care. Table 57 provides the results for this thematic 
category. Responses offered by a single participant were not included in the table. 
These single responses included: (1) deep impact on communication; (2) influences 
attitude and respect for nurses; (3) obtaining consent takes longer with uneducated 
patients and shorter with educated patients/family. 
Table 57 
Influence of Educational Level of Patient 
Themes 
Number of Participants 
to offer this response 
Can explain care to educated person and they understand 24 
Enhanced communication if educated; easier when know English 22 
Difficulty explaining condition or procedures to uneducated: lack 
understanding and takes more time 14 
More educated have more questions and concerns  7 	  
The patients’ level of education was felt to be critically important to nursing practice 
in providing enhanced communication between patient, family and nurse. More 
educated patients and/or family were described as being able to understand the 
procedures and processes and therefore, nurse explanations were easier and took less 
time. For example: 
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Yes, because these uneducated people we cannot explain. If we will explain, 
they will understand something other than what we mean but if an educated 
person we can explain then they can understand. (P1) 
 
In addition to better understanding of concepts, more educated patients and family 
were easier to communicate with, as many of them understood English. For example, 
participants two and four described: 
As far as I have observed, sir, if the patient is more educated we have no 
difficulty to deliver nursing care to that patient compared to that patient who is 
not educated because an educated patient we can explain, for example, in 
Arabic or in English. So we have, sir, this easy interaction with the patient. 
We can explain everything what we want to explain or to do with the patient. 
So there is advantage for those patients who are well educated compared to 
those who are not educated. (P2) 
 
Because this patient’s education level is more, we have less effort to explain to 
them. For example, [prior to] surgery, we will take the patient’s blood 
pressure. So we should inform the patient, so if the education level is high we 
can explain easily. For example, if they know English well we can speak 
easily to them. So they will understand easily. Otherwise, we will talk in 
Arabic some words they didn’t understand [our pronunciation] they will ask. 
So we will explain as much as possible or we will help take it from others. So 
it would be the education level is an influence. (P4) 
Other aspects of education also were felt to contribute to greater communication and 
understanding of the medical situation, including having more questions, 
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understanding the patient needs and their general behaviours. Participant eight 
described this: 
What I notice is if the patient or even the relatives of the patient are educated, 
it's easy to deal with them because they will understand. I mean, they may 
have some questions but they will understand as much as possible. You can 
easily deal with their mentality because they are educated because they 
understand and especially now that some are going outside of their country, 
for more higher education. You can make out that they're... the way they 
behave, the way they deal with you. You can make out that they are really 
educated so it is easy to explain to them what you are doing. (P8) 
 
Higher levels of education among the family and patient are particularly helpful in 
explaining the condition of the patient and the treatment plans, supporting greater 
compliance. The nursing staff and physicians are able to go into greater detail if the 
patient and/or family is more educated.  The following examples demonstrate the 
participant discussions related to this theme: 
There’s a big influence if a patient’s education level is high, so some relatives, 
especially if the patient is unconscious… so relatives will be there, you will 
try to explain what is the condition of the patient. If the relatives are highly 
educated they can understand. Doctors will try to elaborate or to explain if the 
patient needs [transfer to] a higher center, so they will explain, but some 
relatives, perception to the care of the patient is limited to those who are 
educated (P10). 
 
If the patient is educated, we observe that they are easily absorbing what we 
are telling.  There is a bit of discussion, but still, we can easily convince them 
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to, whatever we are telling them, though they are having a lot of questions.  
(P13) 
 
The communication, sir, is for this educated person you have to explain 
everything to that patient, because they will ask you everything. And even if 
they will not ask you, you as a nurse, you will explain to them the treatment, 
the procedure, and everything, the plan for this patient. But for the non-
educated, you will not go in detail. You will inform only few details like that 
information needed by the patient, because sometimes they will not ask also. 
So the nurse is also in a hurry, we are in a hurry, then we're only providing a 
little information to the patient, which is not good. (P15) 
 
Not educated means it’s very difficult to explain everything. With educated 
people you can explain one time, explain things and they can understand. 
(P20) 
 
Because if the patient is educated, they can understand. They will easily 
understand the procedure that you are giving, the importance of the procedure 
you are planning to do. You will explain once, and they will be satisfied 
because they understand easily. But, for example, those people who are non 
educated, it is very difficult to explain. (P26) 
 
These examples show the common agreement across participants regarding the 
influence of education level of patients and families in providing quality nursing care. 
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Adapting Care to Religious and Cultural Beliefs. 
Moving from the perceived factors affecting nursing care to how the nurses adapt 
their practice to incorporate the influences of religious and cultural beliefs, the fourth 
primary thematic category was developed from responses related to nursing 
adaptation of practice and care to religious and cultural differences. Key responses 
included (a) respecting patient beliefs and adapting nursing care to align with those 
beliefs; (b) respecting time for prayer; (c) respecting end of life care wishes and 
rituals; (d) respecting gender related cultural beliefs and behaviors supporting gender 
segregation; and (e) personally adopting culture. Table 58 provides the results given 
the variety of responses and the associated frequencies of these responses. Responses 
offered by a single participant were not included in the table. These single responses 
included: (1) ask colleagues or social workers to help explain to and communicate to 
patient; (2) sometimes family or watcher can communicate better; (3) greet everyone 
with peace and smiles and get positive attitudes; (4) more aware of cultural beliefs; 
(5) educating self on their culture and religion; (6) remain flexible to support patient 
satisfaction; (7) had to switch hand use to accommodate; (8) learned Arabic; (9) more 
concerned about making mistakes. 
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Table 58 
Adapting care to Religious and Cultural Beliefs 
Themes 
Number of 
participants to offer 
this response 
Respect different beliefs and adapt care to match 9 
Respect time for prayer 7 
End of life care: if Muslim, must be done by Muslim staff, plus 
specific rituals 
6 
Respecting gender segregation and gender related cultural beliefs and 
behaviors 
3 
Personally adapting to culture 3 	  
As noted in the thematic category of the impact of religion on nursing practice, the 
nurses in this study described having adapted nursing practice to religious and cultural 
beliefs. The nurses described respecting the different beliefs of patients, gender 
segregation practices, respecting time for prayer and fasting, and respecting, when 
ever possible, end of life care requests. For example, participant ten described the 
need to respect different beliefs in order to deliver quality care to the patient: 
In addition, caring for the patient’s religious beliefs or practices. Respecting 
each individual’s beliefs or customs or practices. We should have to respect 
their own practices, so in that way we can render our quality care to our 
patients. So, respect, sir. (P10) 
 
This same participant described in more detail an example of respecting the gender 
segregation policies and wishes of the patients, despite inconvenience, and the 
importance of following the patient’s practice regardless of the nurse’s own beliefs 
and perspectives: 
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Okay, based on my experience of some procedures or healthcare services to 
the patient, I try to maximise whatever I can do for the patient so that patient 
will have maximum care. For the family’s religious beliefs I try to consider 
their religious belief. For example, female patients, or female patients’ 
relatives were covering their hair, especially during visiting hours, because 
some males were going to visit other patients. Some patients also, especially 
female conscious patients, will ask to close the curtain. Because in the 
Philippines, female/male are open but here, because of some cultures and 
Islamic beliefs, we do whatever their practice is (P10). 
 
For example a [patient/family] don’t want a patient, especially female, to be 
viewed by other males. So we should just respect their own practices and 
beliefs. (P10) 
 
Similarly, participant 25 described being surprised and astonished at the many 
differences in cultural beliefs in Saudi Arabia compared to her own country, but also 
noted the need to recognise and respect the multiple different religious practices. This 
respect positively affects the quality of care given to the patient, which for many 
nurses interviewed overshadowed the temporary inconvenience of some aspects of 
these practices. 
I was not aware of all these cultural beliefs in Saudi Arabia when I was in 
India. When I came here I was really astonished. My first day my senior staff 
they told me when the doctors are coming for rounds you have to go with 
them, you have to stay with them and you should not leave the patient alone. 
Then we have to cover the face of the patient when the doctors are coming for 
rounds like many instructions they have given, and during “Ramadan” (month 
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of fasting), this holy period, then there will be fasting. We have to consider the 
patient if they want to be fasting so all these things will affect the care [we] 
provide to the patients. (P25) 	  
Perceived Barriers to Practice. 
The fifth and final primary thematic category was the perceived barriers to practice, 
which was formed from participant experiences and perceptions of barriers and 
hindrances to nursing practice. This thematic category was separated into two sub-
categories, (a) barriers related to religious beliefs and practices and (b) general 
barriers. Among general barriers, the language barrier was a most common response 
(22 of 27 participants). Concerning the need to respect cultural and religious beliefs 
and practices, some practices were considered barriers to nursing practice, as these 
elements were felt to hinder the ability to provide quality care. 
Specific to religious barriers, common themes highlighted barriers related to gender 
segregation and cross gender issues (11 participants), patient fasting and prayer time 
constraints (10 participants), and end of life restrictions (4 participants). Table 59 
illustrates the variety of responses within the two sub-categories and the associated 
frequencies of occurrence. 
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Table 59 
Perceived Barriers to Practice 
Themes 
Number of 
participants to offer 
this response 
Religious/Cultural Barriers  
Gender segregation and cross gender issues and limitations 12 
Fasting and prayer time limitations 10 
End of life restrictions for non-Muslim nurses 5 
Religion not really a barrier because can adjust or adapt to it 2 
Takes time to cover up before examination and limits ability to 
read patient pain 
2 
General Barriers  
Communication/language barrier 22 
Provoking, blaming, or demanding attitude 2 
Interference of care by visitors or family 2 
Technology barriers 1 
Limitations on contact/conversation with patients 1 
Social or cultural status supporting unequal care 1 
Patient refusal to cooperate 1 	  
Religious/Cultural Barriers. 
Of the religious barriers noted by participants, the segregation of genders was the 
most frequent. This affected nursing practice in several ways. For one, the nurses 
must learn to understand the limitations when caring for a male or female patient. 
Participant 11 explained: 
Yes, the separation of males and females…Well, as a nurse, it affects my 
practice because we have to know what are the limitations in caring for the 
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male patient, and for females also, we have to know what are the limitations in 
caring for the female patients. (P11) 
 
These limitations may be complicated, such as determining what is appropriate for 
conversation, touching, exposure. Participant two shed light on some of the ways 
these restrictions directly impact nurses and may be confusing to a foreign nurse who 
is not accustomed to these restrictions: 
For example, if the patient is female, there is no touching for the patient, but it 
depends, sir, because here, if I am a female, I am also assigned there with 
female patients. But since I am working in a mixed unit, smiling, laughing 
with male patients is not allowed. Touching also [is not allowed]. It depends if 
a really important procedure will be done otherwise we are not allowed to 
touch the patient and also no exposure for female patients. For female patients 
no exposure of face or hair, because that is their culture practices, also 
covering their faces.  If there is, for example, a female doctor, and she will see 
a male patient we should accompany the doctor together to see the 
patient…And if I am working with a female patient and the doctor is male, we 
should accompany that male doctor to examine the female patient and we 
should not leave the patient until that doctor finish. (P2) 
 
The requirement of covering up the patient and drawing the curtains can be 
problematic in that the nurses can then no longer view the monitors to ensure proper 
health and well-being of the patient. For example, participant seven described,  
You draw the curtains, you cover the hair, you cover the patient, you cover in 
front of the patient. So if we are covering the patient and we are drawing the 
curtain, we cannot see our monitors. (P7) 
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In addition, the requirement to accompany the doctor on all visits limits the nurses’ 
ability to get the required work done. Participant 15 highlighted  
For example, a doctor will come, the male doctor, to see the patient. So, the 
male doctor is not allowed to see this female patient alone. You as a nurse, 
you should accompany this doctor to see the patient, so it is very difficult for 
us, because we cannot work, we cannot finish our work fast because it will 
delay our time also. So, it is a barrier. I consider it a barrier. (P15) 
 
In addition, covering up a patient can limit the ability to evaluate the patient properly, 
as explained by participant 25: 
For example, in Saudi Arabia they have restrictions. They cannot show their 
face, or for a male doctor, they cannot go alone to the male doctor. They 
should have a female with them or a nurse with them, but in our own country 
we can no problem, but the thing is, here if we have any difficulties that will 
be expressed in our face even, for example, if there is pain that will be shown 
in our face, but if they’re covering their face it cannot be expressed. Only 
when she express in her words it can, and the other person can notice that she 
has pain, or if the patient is pale and she has anemia that will be noticed in her 
face. So this is something I have observed in females. (P25) 
 
Another example of a barrier is fasting and prayer and end of life care restrictions and 
the adjustments necessary to nursing practice in order to accommodate these 
practices. Participant 13 touched on all of these aspects: 
Of course, also, some religious practices, we interpret in the sense of time 
difference. For example, during fasting time, you cannot administer 
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medication as it is. For example, three times, as I mentioned earlier, [we must] 
deliver it in the morning, one o’clock in the afternoon, and eight o’clock in the 
evening.  But you cannot do that, because you have to consider the timing of 
breaking fast, And when somebody died, some patients prefer that their 
relative should be taken care of by a Muslim, or Muslim nurses, not the non 
Muslim, because it is culture, religious beliefs. (P13) 
 
Participant eight also described fasting and prayer as barriers to the ability to provide 
nursing care: 
Sometimes because of patients fasting, even though they have to take 
medication because they're diabetic and anyway they are allowed not to do 
fasting because they are sick, but still they will insist and they will not take 
their medicine. They will not accept to take any [medication] because they are 
fasting.... this is also a barrier for us because we are here to give the care, 
especially with medication, but they will not comply. (P8) 
 
Despite efforts to respect the desire to fast and pray, sometimes it is impossible to 
uphold those restrictions. Participant 25 described how in some cases, particularly in 
fasting patients, it is critical to try to convince the patient to accommodate the 
medication and food, but sometimes, the patient will refuse, presenting a significant 
barrier to the ability to provide care. 
I always prefer if the patient wants to pray I always prefer they can pray, but 
fasting it depends on the patients condition because some patients they even 
though they are in a critical condition they want to take fasting. For example, 
we have one patient in our ward now. She is 99 years old female lady she 
wants to take fasting what ever the doctors are saying she is not accepting, but 
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I believe she should not skip any medications. So in such case we cannot say 
anything, even at all we are giving medications to her she’s not accepting and 
she’s not taking food. She’s a diabetic patient and in such cases what she is 
doing is a barrier in giving care to her. We will be always, or we have to be 
aware and we have to take care of the patient more. Cultural [and] religious 
beliefs for this patient for example here fasting is one of the barriers I faced 
here in Saudi Arabia. (P25) 
 
As a final commonly cited religious barrier, post mortem care was seen as a barrier to 
care for Non Muslim nursing staff. The participants reported requests by patients 
and/or family for Muslim nurses for care and in particular, for post-mortem care. 
Especially the cleaning of this dead body, they sometimes want only Muslim 
staff to clean their relative’s dead body, so in that way… so how will we 
render our care to our patient if they are [requesting Muslim only nurse] to do 
the care? (P10) 	  
General Barriers. 
In terms of general barriers to care table 53 illustrate these barriers; the most 
commonly noted barrier was communication among this sample of foreign nurses. 
Language differences accounted for most participants’ perceptions of barriers to 
providing quality care. The following examples demonstrate the perceptions of the 
nurses regarding this communication barrier. 
Some barriers are also the language barriers because sometimes we cannot 
understand each other. Even how much you are trying to express what you 
want to tell to the patient and to his family if they are there, it’s just like they 
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cannot understand you because maybe some words are missing or we cannot 
say it in the right way, like that. (P3) 
 
This communication barrier is particularly difficult for new nurses, as described by 
participant 1: 
Especially this Arabic language problem especially for this new staff as well 
for older staff, they cannot speak very good Arabic but that is also another 
barrier to talk with our patients. (P1) 
 
Often nurses needed to seek out colleagues or supervisors who are Arab or can speak 
Arabic in order to translate important communications, Participant 12 described: 
Because I am... maybe I am not just interested to learn Arabic, but if I am... 
because if I am giving or delivering service to the patient, I will still call my 
senior to translate what I want to tell the patient, and, really, this language 
[Arabic] is very important because when the patient will come, I want to 
educate the patient.  I want to tell him that you should take a bath or you 
should clean yourself, you should not drink this juice, you should not eat these 
sweets, because it will affect your health. (P12) 
 
Participant 13 stressed that the most important factor to providing quality care is the 
ability to communicate, and therefore, to know the patient’s language. Thus, this 
participant described the language barrier as the largest barrier for foreign nurses in 
Saudi Arabia. 
Actually, sir, , so that you can express yourself to him and likewise, he or she.  
Because communication is a big barrier for us to provide care to any patient. 
Since we are foreigners here, of course, we should know the language the best 
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that we can, because this is our tool of bringing them the care that they need. 
(P13) 
 
Similarly, participant 16 described communication as the most significant barrier as a 
nurse in Saudi Arabia, whereas religion and religious practices were not considered as 
much a barrier, likely because they can and do adapt to these circumstances. 
Participant 16 explained 
I find language, mostly communication is the most... is the first barrier for 
me…. No, religion is not considered as a barrier for me (P16). 	  
Conclusions 
 The participants highlighted the cultural differences, patient’s Islamic religious 
values and Saudi Arabian cultural customs and how it influences the process of 
nursing care delivery to Saudi patients. The theme extracted from the interview is 
“Differences between nursing practice in Saudi Arabia and the country of the origin”. 
The second theme extracted from participant’s responses was “Diversity in nursing 
care in Saudi Arabia”. According to the nurses who participated in this research study, 
Saudi Arabian patients can be divided into two categories related to their behaviours 
regarding health care services provided to them by nurses. Some patients are more 
demanding of the nurses to provide care for them, and the other is more cooperative 
and more polite to work with. At the same time, the nurses highlighted the diversity 
between Saudi Arabian patients who live or came from big cities such as Riyadh, 
Jeddah and those who lived in provinces or rural areas. The third theme arising from 
the participant’s responses in this research study was the factors influencing nursing 
practice in Saudi Arabia, which was divided into five sub themes including 
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Technology, Religion, patient’s family, patient’s economic status and patient’s 
education level. 
 
The fourth theme arising from the participant’s responses in this research study was 
“Adapting care to religious and cultural beliefs”. The nurse’s believed they have to 
respect patient’s different beliefs and to adapt their care practices taking into account 
these beliefs. Prayer time and fasting are two of the most identified religious practices 
by patients in Saudi Arabia, nurses have to consider these practices when they deliver 
care to patients. End of life care is preferred to be provided by Muslim nurses and this 
wish needs to be respected. 
The fifth theme extracted from the participant’s responses was the “barriers to nursing 
practices” which divided into two sub themes that included religious and cultural 
barriers and general barriers. Cultural and religious barriers included gender 
segregation, cross gender issues, fasting and prayer time limitation, end of life care 
restrictions and covering a patient’s face limits the ability to read a patients pain in 
mixed gender unit or rooms. General barriers included language barriers and 
provoking or blaming or demanding attitude. Interference of care by family and 
visitor, technology barriers, limitation on contact or conversation with patients, social 
or cultural status supporting unequal care and patient refusal to cooperate were also 
themes. 
 
The results show nurse’s practice was adapted within an Islamic country to provide 
quality care. At the same time the results show how acute and critical care nurses 
consider their patients’ cultural and religious values when delivering care. In addition 
the result shows how non Saudi nurses view and adapt care to fit with cultural and 
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religious values. The barriers facing nurses and impact upon  their ability to provide 
care to Saudi Arabian patients were clearly identified from the qualitative result of 
this research study. The research questions were clearly answered by the qualitative 
data collected from the participants in this research study   
 
The findings arising from the qualitative analysis provided valuable information 
regarding the practice of nurses during care delivery. The findings of this phase in the 
research study provide an evidence support and help to address the research questions. 
At the same time this information provided a snapshot about nursing practice in Saudi 
Arabia. A discussion of these findings will be next considered with the literature and 
will be presented in chapter nine (next chapter).
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                                           Chapter Nine 
 
Discussion 
This chapter will discuss the key results and findings of the research study and these 
results will be compared with the existing literature. The focus of this chapter is to 
discuss the significant results and important emerging findings of the study. The 
chapter will later revisit Leininger’s Sunrise Model for the Theory of Culture Care 
Diversity and Universality, and Purnell’s Model of cultural competence. These two 
models will be reconsidered with the results and findings of the study and a reflection 
made of the applicability of the models to the study. 
 
Methodological Approach 
As highlighted in the Methodology chapter (Chapter four), factor analysis was 
conducted with the data collected from the participants after data screening, and it 
revealed five factors: “Cultural Factor”, “Kinship Factor”, “Religion Factor”, 
“Nursing Care Factor”, and “Communication Factor”. The analysis of quantitative 
data comprised the demographic variable of the participants, such as nationality, 
educational level, nursing experience and religion with each factor. Discussion of the 
answers to the research questions, based on these factors, will be presented next. 
Qualitative data was collected from the participants in semi structured face-to-face 
interviews, the design based on the Leininger’s Sunrise model. Discussion of the 
answers collected from the participants to each research question will follow the 
inferential statistics result discussion. 
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Question One:  Nurses Consideration of Patient’s Cultural and 
Religious Values 
The first question this research study aimed to answer was, “How do acute and critical 
care nurses consider the patient’s cultural and religious values when delivering care?” 
This question was answered by the participants in the quantitative phase, as well as in 
the qualitative phase of this research study. The influence of nurse’s demographic 
characteristics on factors extracted from this research study will help to understand 
the answers to this question.  
The awareness nurses have about Islamic values and cultural customs was influenced 
by the length of their nursing experience, as well as by the length of their experience 
working in Saudi Arabia. The results of this research study show that there is a 
statistically significant correlation between the nursing experience and knowledge 
nurses have about culture values of Saudi Arabian people. The results suggest the 
nurses professional skills allow them to achieve greater experience in their role as 
nurses in Saudi Arabia, which influences the quality of health care service provided to 
the patients. The more knowledge and awareness nurses have about their patients, the 
more they are able to provide quality health care. Nurses’ experience influences the 
quality of nursing care services provided to patients in hospital, as was seen in the 
study conducted by Borhani (2014). The results of the current research study are 
similar to the study conducted by Borhani (2014). Patient’s care was considered as an 
obligation and commitment by nurses, despite their language and religion. Nurses 
were able to provide competent end of life care to Muslim patients admitted to 
hospital. Working in Saudi Arabia may be considered as a challenging experience to 
the nurses in order to deliver care that is compatible and sensitive to patient’s needs, 
such as culture and religion. Understanding patients’ specific cultural needs, for 
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example, dietary habits and traditional medicine, may improve a nurses’ ability to 
provide competent care to their patients. The correlation between nurses’ experience 
in Saudi Arabia and knowledge concerning the cultural values of Saudi people, 
identified in this research, indicates that nurses are able to adapt to the cultural values 
of the population where they find themselves working.. This is an important finding 
from the current study as it confirms what the literature states concerning the ability 
of nurses to develop cultural safety concepts and incorporate them into practice. This 
result was similar to a study conducted in Saudi Arabia by Sidumo et al., (2010), to 
assess the cultural knowledge of non-Muslim nurses in Saudi Arabia about taboos, 
rituals, health care and cultural practice and beliefs of Saudi women admitted to 
hospital. Some participants could identify and understood the common diseases found 
among Saudi patients, which allowed them to build a treatment plan that fits patient’s 
needs. However Sidumo et al., identified that 68% of the participants did not know 
what herbs are used by Saudi women during pregnancy as part of Saudi culture. 
Nurses lack of local knowledge of use of herbs may mislead their interpretation of 
herbs or foods used by their patients, and may impact upon their prediction of 
common diseases among patients. Such an outcome or knowledge deficit could have 
impact on care planning and delivery as well as discharge planning health teaching. 
The educational preparedness of nurses has influenced their knowledge of patient’s 
Islamic values and cultural customs. A higher level of education and cultural training 
was found to improve the level of cultural awareness, knowledge, sensitivity and 
competency among nurses (Mareno & Hart, 2014). The level of education of nurses 
who participated in this research study ranged from undergraduate diploma to Masters 
Degree. Due to the number of participants on each educational level, any participants 
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other than Diploma and Bachelor degree holders were removed from the analysis 
process, which has been explained in the Inferential Statistics chapter.  
For kinship factors an independent sample t-test was conducted to compare the level 
of nurse’s knowledge of Islamic values and cultural customs and beliefs between 
Diploma holders and Bachelor degree holders. The results show that there is a 
significant difference between the two groups of participants in this research study. 
Nurses with Diplomas scored lower than nurses with a Bachelor degree regarding 
their knowledge of Islamic values and cultural customs and beliefs. For Diploma 
holders (M= 2.93, SD= .48) and Bachelor degree holders (M= 3.04, SD = .45; t (441) 
= -2.52, p= .01 two-tailed). The results of this research study confirmed a similar 
result to that conducted by researchers such as Mareno and Hart, (2014), where nurses 
with undergraduate degrees scored lower than nurses with higher qualifications on 
cultural knowledge. Educational levels of nurses and other healthcare professionals 
has an influence on the cultural competency and knowledge they have, in order to 
deliver competent care to their patients (Mareno & Hart, 2014). The nurses with lower 
educational levels reported slightly lower levels of cultural awareness, knowledge, 
skills, and comfort with patients than the higher educational level nurses or other 
health care professionals (Mareno & Hart, 2014).  
Education can be extended to partnerships between patients and their family, and a 
formal education program provided which may achieve culture competency (Cioffi, 
2005). Educational institutions like universities and colleges could develop 
undergraduate and postgraduate program that ensure nurses are able to provide 
culturally competent nursing care to the patients they may work with in their future 
career (Mareno & Hart, 2014). Nursing education is not limited to formal education. 
It may extend to educational programs on cultural competency and Transcultural 
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nursing education (Gebru & Willman, 2010; Mahabeer, 2009). Cultural specific 
education will help nurses as well as other health care professionals to provide health 
care which meets patient’s cultural and religious needs. 
A multicultural environment among health care professionals shapes Saudi health 
care organisations. Nationality was one of the demographic characteristics examined 
in this research study to explore its impact on the health care service delivery process 
in Saudi Arabia. The results show that the origin or nationality of nurses impacts on 
the level of their knowledge about Islamic values and Saudi cultural customs when 
delivering care. For kinship factors and Nursing Care factors the results show that 
there is a statistically significant difference between the three nationalities who 
participated in this research study (Saudis, Filipinos and Indians). The main difference 
was between Filipino nurses and Indian nurses. The results show Filipino nurses 
scored higher than Indian nurses regarding their knowledge related to family and 
kinship factors, as well as in Nursing Care factors.  
The study results indicate the challenge facing expatriate nurses in Saudi Arabia to 
provide care to culturally diverse patients. Misunderstanding can be occurring 
between expatriate nurses and Saudi patients due to the differences in interpretation of 
the language (Almutairi et al., 2015). However, cultural customs can also be 
misunderstood between patients and nurses due to their cultural, language and race 
differences (Halligan, 2006). This is similar to Marrone’s (2008) study where the 
researcher examined critical care nurses providing culturally congruent care to Arab 
Muslims in the United States. The nurses working in critical care were from different 
countries, race and religion, and the result shows there were significant influences 
critical care nurses have on their behavioural beliefs, normative beliefs, control 
beliefs, intentions, and the demographic variables they have. Even though the 
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nationality of the participants in Marrone’s (2008) study was not highlighted, the term 
‘expatriate nurse’s’ indicates that nurses have different nationalities from their 
patients. Communication factors were examined in this research study and the results 
show a statistical significance between Filipino nurses and Saudi nurses.  
Communication was one of the main factors influencing the health care delivery 
process in Saudi Arabia. The results indicate how nationality plays a big role to 
facilitate and improve the communication process between patients and nurses. The 
results show that there is a statistically significant difference between the three 
nationalities that participated in this research study, with the main differences being 
between Saudi nurses and Pilipino nurses. The Filipino nurses scored higher than 
Saudi Nurses in communication processes, which confirms that even if a person is 
from the same culture, it does not mean he/she will understand the culture (Leininger, 
1995). People from the same race may have different cultural beliefs, dialect and 
vatiations in religious beliefs, which influences the process of communication. In this 
research study most of the Saudi nurses participating held a Diploma degree in 
nursing (7.81%), and the educational impact on nurses’ knowledge about patients’ 
religious values and cultural customs was explained earlier, while the majority of the 
Pilipino participants (44.42%) hold a bachelor degree in nursing. This result indicates 
the importance of the level of preparatory education for the nurse.  
For the factors “Culture” and “Religion” the results show that there is a statistically 
significant difference between the three nationalities who participated in this research 
study. When comparing the factor “Culture” with nationality the results demonstrated 
a difference between Saudi nurses and Filipino nurses, while the factor “Religion” 
demonstrated a difference between Saudi nurses and the other two nationalities 
(Indian and Filipino). Saudi nurses were able to provide culturally appropriate care to 
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Saudi patients due to their similarity of Islamic values and cultural customs. 
Comparing the three nationalities participating in this research study confirmed that 
expatriate nurses have some difficulties understanding the Saudi Arabian patient’s 
religion and culture in order to provide care. Filipino nurses have more understanding 
of Saudi culture than Saudi nurses, due to the inadequate educational preparation 
Saudi nurses have. The study confirmed a similarity with the study of Almutairi et al., 
(2015) where researchers aimed to understand the cultural competence of non Saudi 
Arabian nurses working in Saudi Arabia, and the results show that lack of education 
of Saudi nurses stands as a barrier to understanding the cultural competency among 
Saudi nurses. For the factor “Religion” the results show that Indian nurses score 
higher than Saudi nurses, as well as Filipino nurses, which may be explained by 
understanding that Indian nurses unintentionally use their own cultural perspective to 
evaluate, judge and provide care to Saudi Arabian patients. This research study shows 
similarities with a study conducted by Omu and Reynolds (2014), where nurses 
emphasised the positive influence of religion on patients’ wellbeing, regardless of 
their own religion. 
 The participant’s religion was another demographic characteristic examined and how 
it impacted on the five factors that emerged in this research study. The religion of the 
participants in this research study was categorised into three groups that included 
Muslim, Christian and Hindu. The results of this research study show that there was a 
statistically significant difference between the three groups of participants.  Further 
analysis shows the differences between Muslim nurses and Christian nurses, as well 
as Hindu nurses. The Saudi Arabia population is Muslim and Muslim nurses were 
able to understand the religious needs of their patients better than Christian and Hindu 
nurses. Islam is the center of Muslim peoples’ life, whether they are patients or health 
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care professionals. Islam is the everyday life of Muslims regardless of their 
nationality, race and place of living (Mebrouk, 2008). In a study conducted by Bahar 
et al., (2005), the researcher investigated the effect of Islam as a religion in the life of 
women’s health. The results of the study shows that more than half of the study 
sample highlighted that their religious practice, such as ritual ablution, prayer to God 
and worship of God, is the first priority they tend to do before anything else. This 
confirms that Muslim nurses prioritised religious needs of their patients over anything 
else in hospital. Muslim nurses have similar beliefs to their patients, which makes 
them more knowledgeable about their Muslim patients’ religious needs. Many aspects 
of Islam that promote health and hygiene form the normal part of the nurses first 
interaction with a patient and throughout the shift. For example: the need to perform 
ablution and care for the body. 
The qualitative data collected from the participants revealed themes and subthemes 
which helped to provide further explanation of the results that were found in the phase 
one survey and this further information assisted in understanding the data to answer 
the research questions. For example a major theme emerged that was relevant to the 
first research question of this study  “Describe differences in Saudi Arabia compared 
to nurses’ country of origin” Expatriate nurses participating in this research study 
believe that there were differences they face while working with Saudi Arabian 
patients compared with patients from their home country. Nurse participants 
understood that differences lead them to problem solve and be creative in the ways 
they deliver care to Saudi patients. One of the participants (P14) said, “There are so 
many differences between the care which we give to the patients in Saudi Arabia, 
compared to our home country, the main differences are cultural differences’. The 
knowledge nurses have about the culture of their patients may help them to improve 
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the care delivered to their patients. The results of this research study reveal similar 
themes extracted from the study conducted by Ho, (2010) which concludes that a lack 
of understanding of patients’ cultural background was found as an aspect adversely 
influencing the nursing care delivery process. Expatriate nurses’ understanding of a 
patient’s cultural needs to be prioritised by health care organisations in order to 
deliver competent care. Education or training of expatriate nurses regarding the 
culture may help nurses to understand patients’ needs in order to provide competent 
care. 
Another theme extracted from the interview conducted with the participants in this 
research study was “Diversity in Saudi Arabian nursing care”. The nurses believe that 
Saudi Arabian patients required special care to meet their needs. For example, 
Participant One said “Patients from a big city will come to the hospital and they will 
ask for everything”. And Participant Fourteen said “You can see the patients will be 
more demanding if they are from high society. So, we know that this patient is in need 
of these considerations, so we will behave according to their need”.  
An interesting finding was that nurses’ who gained experience working with Saudi 
patients’ developed cultural values as they required these to adapt care delivery to 
meet patients needs. This meant that there was actual learning in the experience of 
caring for a person from another culture. As nurses developed these cultural values 
the ways they delivered care fitted more with the nursing care delivery processes in 
Saudi Arabia. The results here show a similarity with the study conducted by Tirgari’s 
et al., (2013) where the nurses show how understanding the patients’ cultural impact 
can improve the spiritual care nurses can provide to patients admitted for health care 
services. Tirgair et al., study found that patient’s cultural beliefs could influence 
levels of anxiety and physical pain experienced by the patient, highlighting that 
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assessment of cultural beliefs and values of patients’ culture could improve the 
overall quality of care provided. 
The care differences highlighted in the results of this research study may be similar to 
the results of a study conducted by Zeilani and Seymour, (2012) with Jordanian 
women, where the study shows that the patients were accepting of nursing care 
provided by a male nurse at the time of illness, but preferred to have a female nurse to 
deliver that care. The issue of gender segregation may be different for expatriate 
nurses who come to work in Saudi Arabia. In addition, the study indicates that Saudi 
patients were different from the patients from expatriate nurses country of origin, 
showing similarities with study results conducted by Duffy et al., (2006) with 73 
participants from different races and religious background. Arab participants classify 
themselves as very religious compared with other participant groups which include 
Arab Muslim, Arab Christian, Hispanic, black and white. The culture and religion of 
Arab participants was the main factor that influenced their end of life care and 
connected them to each other. Nurses understood the differences in care delivery they 
face when delivering care to Saudi Arabian patients to improve the quality of the 
nursing care delivery process. Expatriate nurses working in Saudi Arabia are required 
to consider Saudi patients’ religious values and cultural customs in order to be able to 
deliver competent care. Nurse’s knowledge about religious values and cultural 
customs may facilitate the process of nursing care to their patients. Adapting religious 
values and cultural customs to care allows nurses to deliver competent care to their 
patients. The answer to this research study question explores the practice of non-Saudi 
nurses in the southern regions of Saudi and how care is delivered. The Islamic values 
and cultural custom that impact upon nurses ability to provide care to Saudi people 
have been identified.  
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Question Two: The Adaption of Nursing Practice in an Islamic 
Country 
The second question the research study aimed to answer was ‘How is nursing practice 
adapted within an Islamic country to provide quality care?” This research question 
was answered by the quantitative data collected from the participants in this research 
study, as well as qualitative data. Inferential statistics results showed that the length of 
working experience in Saudi Arabia influenced nursing practice. Pearson product 
moment correlation coefficient was conducted between nursing practice factors and 
length of experience working in Saudi Arabia in order to understand the knowledge 
nurses have regarding Islamic values and Saudi Arabian cultural customs. The results 
show there was a statistical significance between the two variables, where longer 
nursing experience resulted in greater knowledge nurses have concerning Islamic 
values and Saudi Arabian cultural customs. The study confirmed similar results with a 
study conducted by Aboshaiqah, and Baker, (2013) showing statistical differences in 
nurses’ perception of patients’ safety culture based on their gender, age and years of 
experience in Saudi Arabia. The knowledge nurses gained from their experience of 
working in countries like Saudi Arabia made them more knowledgeable and aware 
about cultural needs of their Saudi national patients. The awareness of cultural needs, 
that include religious practice, was developed through experience and daily 
interaction between nurses and patients in hospital, whether as inpatients or 
outpatients. Nurses professionalism develops as their career experience grows. 
Pearson product-moment correlation coefficient was conducted between the culture 
factor scores and length of time working in Saudi Arabia. There was a statistical 
significance between the two variables.  Longer nursing experience in Saudi Arabia 
indicated greater knowledge nurses have concerning Islamic values and Saudi 
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Arabian cultural customs. Saudi Arabia is a developing country having an advanced 
health care system (Tamim et al., 2010). The health care system in Saudi Arabia has 
access to advanced equipment to deliver care to patients. The ability nurses have to 
employ this equipment and devices in the health care delivery process improves the 
quality of services provided. Saudi Arabian Islamic values and cultural customs may 
influence the process of health care delivery. Strong Islamic teachings such as gender 
segregation and cultural rules concerning male/female interaction, where male 
physician cannot examine female patients without the presence of a third person, may 
influence the use of such equipment in care delivery. The results of this research study 
indicate that nurses were able to adopt such practices in care delivery. These were 
similar results to Tamim et al., (2010), where nurses presented more ethical, 
conservative awareness regarding gender interaction in health care when instructions 
were given to the nurses to respect patients’ religious values and cultural beliefs. 
Communication is another factor that nurses must consider to improve the quality of 
health care service. Ministry of Health (MOH) of Saudi Arabia statistics shows that 
49% of the hospital’s nursing workforces are expatriate nurses (Ministry of Health 
Saudi Arabia, 2013). Expatriate nurses arrive in the country with their religious, 
cultural and language differences. Improving communication processes between 
nurses and other health care professionals with their Saudi Arabian patients is vital  in 
effective care delivery. Pearson product-moment correlation coefficient was 
conducted between the communication factor scores and working in Saudi Arabia, in 
order to understand the relationship between working in Saudi Arabia and the 
knowledge of the nurses concerning Islamic values and Saudi Arabian cultural 
customs. The results show that there was a statistical significance between the two 
variables, where longer nursing experience equaled the knowledge nurses held 
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concerning Islamic values and the cultural customs of Saudi Arabia. The more 
effective communication skills nurses have with their patients corelated with an 
increase in quality of service nurses were able to provide to their patients (Fakhr-
Movahedi et al., 2011). Nurses communicate and interact with their patients to 
improve the satisfaction of patients regarding their understanding of health care 
services (Al-Doghaither, 2000). This research study has a similar result with the study 
conducted by Al-Doghaither, (2000), where the researcher aimed to measure patient 
satisfaction with nurses and health care services provided to them in one hospital in 
Saudi Arabia. Communication has an impact on health care services, which influences 
patients’ satisfaction about health care provided in the hospital. A nurse’s ability to 
communicate with their patients made patients consider their nurses as skillful. 
Nursing practice was considered as good as the nurses who know how to 
communicate with their patients, considering religious values and cultural customs. 
The experience nurses gain when working in Saudi Arabia show that experienced 
nurses’ practice could improve the quality of care nurses provided to their patients. 
The results of this research study show that nurses’ nationality influences the nursing 
care process. For the factor “nursing practice” one-way between group analysis of 
variance was conducted to explore the impact of nationality on the level of nursing 
knowledge about Islamic values and Saudi cultural customs. The nationality of nurses 
participating in this research study was categorised into three categories, which 
included Saudi, Filipino and Indian. The result shows there is a statistically significant 
difference at the nurse’s level of knowledge about Islamic values and Saudi cultural 
customs scores for the three nationalities. Further analysis was conducted to identify 
the differences between the nationalities. The result revealed the difference was 
significantly different between Indian nurses (M= 3.00, SD= .38) and Filipino nurses 
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(M= 3.12, SD= .41). The results show that expatriate nurses bring their different 
cultural values, beliefs, customs, behaviours and attitudes, generally differing from 
their patients (Almutairi et al., 2015). Cultural customs and language difficulties 
between patients and nurses can affect nurses’ abilities to provide competent care to 
their patients and patient’s family (Cioffi, 2005). Results of (Almutairi et al., 2015) a 
study conducted in Saudi Arabia show that providing competent care by expatriate 
nurses can be improved by providing adequate educational preparation, Arabic 
language skills, and thus avoiding asking third parties to deliver health care messages 
between nurses and their patients. The results show expatriate nurses appeared to 
unintentionally use their own cultural perspective to evaluate and judge Saudi Arabian 
patient behaviour and culture. Nurses were also not recognising that their own culture 
is influencing their practice when they deliver care to patients in the hospital. 
Understanding theses factors by expatriate nurses, as well as nursing authority when 
providing care, may help nurses to improve the quality of care provided by them to 
the patients. 
Qualitative data collected in this research study contained valuable information to 
answer the research questions. An emerging theme of the qualitative data collected 
from the participants was, “Factors influencing nursing practice in Saudi Arabia”, 
which included five sub-themes. One of the sub-themes was “Religion”. Exploring 
this theme may help to understand nursing practice in Saudi Arabia and answer the 
research question. Religion was one of the sub-themes that emerged from the 
interview with the participants in this research study. Participants highlighted 
observed patient’s religious practices that influenced the nursing care delivery 
processes which nurses may try to adopt to improve the quality of health care services 
they provided to their patients. For example, nurses mentioned patient’s religious 
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practices such as fasting, prayer, gender segregation and that female patient’s need to 
have their body and face covered. These practices are core to the Islamic religion for 
Muslim people, and nurses working in Islamic countries like Saudi Arabia required 
adopting and allowing patients to engage in their religious practices as part of 
improving health care. The holy month of Ramadan (the fasting month for Muslims) 
has special consideration among Muslims all around the globe. One of the participants 
in this research study said “We cannot give medication to the patients when they are 
fasting, also if they are praying. Our work will be delayed but, of course, we have to 
respect what is their practice here” (P3). Another participant said, “Ramadan time 
(fasting month); almost all patients are fasting, so [during] fasting time, we are not 
giving any medication to the patient. We are waiting for fasting to finish…when the 
patient is fasting, it means we are taking fasting blood sugar before they will start to 
eat” (P5).  
Nurses understand that patients need to practice their religion while they are in the 
hospital, which may be considered as religious and spiritual care that nurses can 
provide to their patients. The ability nurses have to understand religious values and 
spiritual beliefs of their patients may improve the quality of health care services 
(Berryet al., 2011). The results of this research study were similar to a study 
conducted by Omu and Reynolds (2014), where the researchers explored the impact 
of religion on patient care in Kuwait. The participants highlighted the positive 
influence of religion on patients’ wellbeing, regardless of patient’s religion. This was 
also the case in the Cheraghi et al., (2014) study, where Muslim and Christian patients 
stated that providing care to them required nurses and other health care professionals 
to be aware of their religious values, beliefs, customs, expectations, preferences, habit 
and lifestyle.  
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Gender segregation and female patient’s cover are another religious and cultural 
practice in Saudi Arabia, as well as in many other Islamic countries. 
In this research study participants highlighted how a patient’s religious practice 
influenced nursing care when considering gender segregation and limited interaction 
between nurses and patients as well as physician interaction with patients. Participant 
Twenty One said, “Here, I think, cultural beliefs [affect practice], it’s more than our 
home country, because even in our home country Muslims are not covering all times, 
and here male doctors can’t go to female patients directly; they have to go with a 
nurse” (P21). In order to provide spiritual care to patients, nurses need to consider 
patients’ religious values such as gender segregation and female patients’ cover. The 
study conducted by Tirgari et al., (2013) found that treating patients while considering 
their religion is spiritual care nurses can provide to their patients. As well as the 
themes that emerged from this research study, they show similarity with the study 
results conducted by Simpson, and Carter, (2008) where the participants emphasised 
how Islamic values guide them during interaction with health care service providers 
from different genders. The participants were able to define male to female interaction 
as a religious issue impacting their health and their access to health care services 
provided. The female participants in Simpson and Carter’s (2008) study preferred to 
be seen or examined by female health care professionals. At the same time the 
participants accepted male health care professionals in some circumstances. 
Nurses may provide care to different patients, whether male or female, by adopting 
some of the patient’s religious values in their care. Although male health care 
professionals can provide care to female patients, nurses should know the right time 
when a female patient may agree to be seen by male health care professionals even in 
life saving situations. The ability nurses have to comprehend patient’s beliefs and 
	   	   296 
	  
practice means they will be able to provide competent care that meet patients’ 
religious requirements. 
Participants in this research mentioned that sometimes a patient’s religious practice 
impacts on workload as well as on nurses themselves, affecting quality of health care. 
One of the participants said, “Some relatives, especially of dying patients, they are 
saying we don’t want [non-Muslim nursing care] especially cleaning, post mortem 
care…They say they want only Muslim staff to clean their dying relatives” (P10). 
Religious influence on care, as well as nurses, was explained in life experiences of 
South African nurses residing and working in Saudi Arabia (Van Rooyen, et al., 
2010). The South African nurses were Christian and worked with Saudi Arabian 
Muslim patients and other Muslim staff. The life experience of the South African 
nurses highlighted some knowledge that may not be known to expatriate nurses 
planning to work in Saudi Arabia. The nurse highlighted that Christian nurses were 
not allowed to eat or drink in public places. The participants felt discrimination and 
unfairness. When it comes to prayer, the nurses talk about how Muslim staff leaves 
their units and position to go for prayer in another place. Leaving the units increases 
the responsibilities on non-Muslim nurses, which impacts on health care services 
provided to patients (Van Rooyen et al., 2010). As mentioned earlier, religion is a 
way of life for Muslims, where everybody is required to understand just how 
integrated Islam is to everyday life in order to improve the quality of health care 
services. The results arising from the participants answering this research question 
show that nurses in Saudi Arabia were able to adapt care that fitted with an Islamic 
country such as Saudi Arabia. At the same time the results show that expatriate nurses 
in Saudi Arabia, similar to other nurses around the world, were able to adapt care to 
fit with their patient’s religion and culture. 
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Question Three: Adapting Care to Fit With Cultural and Religious 
Values 
The third research question this study aimed to answer was, “How do non Saudi 
nurses view and adapt care to fit with cultural and religious values?” This research 
question was answered by the inferential statistics results of this research study. The 
factor “culture” that explained the nurse’s knowledge about the patient’s culture was 
influenced by the length of nursing experience. A Pearson product-moment 
correlation coefficient was conducted between the culture factor scores and nurse’s 
experience, and the results show that there was a statistical significance between the 
two variables. The results indicated that nurses with longer nursing experience 
equated with the depth of knowledge the nurses have about Islamic values and 
cultural customs of Saudi Arabia. Nursing experience for the participants in this 
research study ranged from one year to 29 years, which provided a wider range for 
comparison between the participants. The result of this research study showed that 
expertise in the nursing profession means their ability to connect with their patients 
despite the language, time constraints, competing demands and lack of resources 
(Nailon, 2004). The increase of nurses’ knowledge about patient’s religious values 
and culture customs was studied by Borhani et al., (2014), where the researchers 
looked at the perspective of the nurses about end of life care they provided to their 
Muslim patients, which was improved due to their nursing experience in that field. As 
the nurses work longer they gain the knowledge and experience that made nurses 
experts in evaluating critical cases of patients and provide the factual intervention to 
the patients based on their health condition, religious needs and cultural sensitivity. 
Effective communication between health care professionals and patients is promoting 
health care services. For example, communication between nurses and patients may 
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improve and support medical care nurses provide to their patients. When nurses use 
proper communication it may help them to deliver emotional support and exchange 
information with patients and their family (Fakhr-Movahedi, et al., 2011). 
Communication was another factor that is influenced by the length of nurse’s 
experience, as well as by the length of time working in Saudi Arabia, as shown in this 
research study. Pearson product-moment correlation coefficient was conducted 
between the “communication” factor scores and nurse’s experience, as well as with 
time spent working in Saudi Arabia. For nursing experience the results show there 
was a statistical significance between the Communication factor nursing experience, r 
= .109, n = 446, p = .02, with longer nursing experience resulting in greater 
communication skills and knowledge nurses have in understanding Islamic values and 
Saudi Arabian cultural customs. 
For the “working in Saudi Arabia” variable the results show there was a statistical 
significance between the factor “Communication” and “working in Saudi Arabia”, r = 
.12, n = 446, p = .01; nurses with longer work time in Saudi Arabia had more abilities 
and knowledge to communicate with their patients. The length of nursing experience 
as well as working in Saudi Arabia improved the nurses’ ability and skills to 
communicate with their patients.  
Communication may be impacted upon by many factors, such as cultural, ethical, 
social, economical and technological influences (Hagerty & Patusky, 2003). The 
results of this research study shows that nurses understand the importance of 
communication in order to improve nursing practice. In a study conducted by Fakhr-
Movahedi et al., (2011) the results revealed that communication between nurses and 
patients in health care organisations influence the process of health care delivery in 
hospital. Nurse/patient communication is important in care delivery because of the 
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structural and sociocultural factors in health care organisations. In another study 
conducted by Al-Doghaither, (2000) the majority of the participants indicated that 
patient satisfaction about health care provided to them was based on the nurses’ 
ability to understand and communicate with them. Nurses with longer experience, as 
well as nurses who had longer time working in Saudi Arabia, were able to understand 
their patients and improve the quality of nursing care services provided to them.  
Nursing care was another factor considered for the current research study that was 
influenced by the length of time nurses worked in Saudi Arabia. The results of this 
research study show that there is a statistical significance between the Nursing Care 
factor and working in Saudi Arabia, r = .101, n = 446, p = .032, with nurses who have 
a longer work time in Saudi Arabia having a greater amount of knowledge and ability 
to provide nursing care to patients in Saudi. As Saudi Arabia is an Islamic country, 
nurses are required to adopt care that fits with the culture and religion. The results of 
this research study are similar to a study conducted by Sidumo et al., (2010) where 
34% of the participants understood the common diseases that may impact Saudi 
patients where the study was conducted. The participants were able to understand a 
patient’s culture and provide care adopting nursing interventions to predict the 
sicknesses that may commonly appear in Saudi society. The nurses’ ability to gain 
health care information from patients, whilst considering their geographical location 
or religious affiliation, will allow them to develop care plans in accordance with their 
patients’ needs. 
Qualitative data collected in this research study answering this research question was 
merged from two themes. The factors influencing nursing practice in Saudi Arabia 
was one of the factors explored to answer the research question, which included five 
sub-themes. One of the five sub-themes answered the second research question and 
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the remaining four sub-themes will be explained and presented in this section. The 
four sub-themes included Technology, Patient’s Family, Patient’s economic status 
and Patient’s educational level. 
 
Technology. 
The technology sub-theme was extracted from the interviews. For example, 
Participant Ten said, “I can see on television in an American setting almost the same 
technology they are using here in Saudi Arabia”. Saudi Arabia is a wealthy 
developing country and due to it’s wealth it has a very advanced health care system 
compared to the United States, Canada and Australia. Highly advanced and 
sophisticated equipment and medical services are provided in many hospitals in Saudi 
Arabia (Tamim et al., 2010). Participant Twenty highlighted that, “Here, with new 
technology, it’s all electronic and time will reduce [less time to provide care]. In our 
country it’s all manual. Time [needed to provide care]” (P20). Availability of 
advanced equipment and devices in Saudi hospitals improves the quality of health 
care services provided by nurses, and at the same time supports nurses and reduces 
their workload when they deliver care. Nurses in Saudi Arabia experience the 
influence of technology on care they provide to their patients in the hospital. The 
current study results are similar to the results of a study by Eley et al., (2009) where 
71% of the participants believed that technology has a big role in patient care and 
improves the quality of care provided to patients. The nurses in Eley et al’s., (2009) 
study indicated that technology is increasing patient safety in health care 
organisations. In a study conducted by Walston et al., (2010), research aimed to 
explore the impact of information technology on patient safety in Saudi Arabian 
hospitals. The results of the Walston et al., (2010) study showed similar results with 
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this research study. There is a statistically significant emphasis on patient safety and 
problem solving, and the nurses’ use of information technology when care was 
provided to patients. The experience nurses gain from their practice in Saudi 
hospitals, where the technology used could improve the quality of health care services 
may not be improved without using the advanced equipment and technological 
machines. Nurses adopted patient’s Islamic religious practices and incorporated these 
into care delivery when they used advanced technology in health care in order to 
provide care that is sensitive to patient’s needs. 
 
Patient’s family. 
The other sub-theme is Patient’s family, which emerged from participant interviews. 
For example, Participant Eleven said, “[patient’s family] influences [Care] a lot 
because some are willing to participate in caring for the patient and some totally 
don’t like it”. The participants here highlight that the patient’s family may have 
positive and negative influences on health care processes when it came to delivery of 
care to their family member admitted to hospital. This is made clear by participant 
Thirteen’s answer to a question about family members who identify as a patient’s 
advocate when he/she is admitted to hospital; “There is a positive and a negative 
impact; positive in the sense that the family is there to support the patient, and they’re 
very eager to know the condition of the patient, and what will be done, and so on”. 
The extended family members of Saudi patients having an influence in the health care 
delivery process shows a similarity with the study conducted by Borhani et al., 
(2014), where participants mentioned how family members’ involvement in the care 
process may improve the quality of the services nurses provided to their patients with 
help and support of a patient’s family member.  
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The study by Khalaf et al., (2014) looked at the care of malnourished patients in Saudi 
Arabia, where the nurses acknowledgement of the relative or family member of the 
patient is considered as a potential resource of help and support for the nurses in 
hospital while providing care. A patient’s family has a positive and negative role in 
the care process in Saudi Arabia and nurses understand and adopt care that fits with 
those values in order to improve the quality of the care they provided to their patients. 
The study by Miller and Petro-Nustas, (2002), conducted in Jordan,  shows that 
women need to involve family members in any decisions made, which includes health 
care processes and procedures. Nurses believe that a patient’s family provides support 
and care for their patient in hospital. The same results came from a study by Banning 
et al., (2009) which considered how family has a large impact on a patient’s life, as 
essential coping strategies to overcome some of their spiritual and emotional 
difficulties during their sicknesses. Tirgari et al., (2013) examined the involvement of 
family members in health care services. The participants in Tirgari et al’s., (2013) 
study believed that the family members were able to provide clear information to 
health care professionals about the condition of their family member whilst admitted 
to hospital. Involvement of a patient’s family member with health care professionals 
developed relationships between the family and the health service which can be used 
to improve the quality of health care services provided to patients. 
The perception nurses have about the negative impact of family member on health 
care services was highlighted by the participants in this research study and was 
similar to the perception of nurses in the study conducted by Al-Mutair et al., (2012), 
where 65% of the participants believed the presence of family members during the 
resuscitation process could have a negative impact on nurses’ performance, which 
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may lead to greater stress among nurses and adversely impact on health care services 
provided to that patient. 
 
Patient’s economic status. 
The third sub-theme emerging from the interviews conducted for this study was 
“Patient’s economic status”. The majority of the participants mentioned that they 
provide the same care to all patients they have and the patients from high 
socioeconomic status (VIP status) made the only difference in the amount of attention 
the patient received by the nurses. The extra attention the nurses give to their patients 
was either because the nurse was concerned about making a good impression, or 
because the patient and family were more demanding and asking nurses for special 
care and services. For example, Participant Three said, “Actually, caring of all 
patients are the same, but when we have VIP patients, we are more conscious about 
them. Sometimes they are more knowledgeable than the other patients. VIP patients 
sometimes are more demanding about the care we provide. We provide the same level 
of care to everybody. For VIP, there is not much difference in care delivery process, 
but we are more conscious about taking care of them.” (P3) 
The economic status of the Saudi population plays a big role in culture as well as in 
health care organisations where patients receive care. Health care services in Saudi 
Arabia are provided by the Ministry of Health, as well as by many other health care 
organisations. Cultural attitudes of people in Saudi Arabia, influences actions and 
outcomes as well as the expectations of what an elderly, wealthier person or person 
with status may require and receive as care. There is a cultural requirement to show 
respect to people who or older or hold status. Rich people in countries like Saudi 
Arabia require health care professionals to treat them in a certain way to meet their 
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cultural needs of receiving VIP care. This sub-theme reflects the culture of Saudi 
Arabia and how nurses struggled with such patient’s cultural beliefs and practices, to 
be able to adopt these cultural behaviours into their practice in order to deliver 
competent care to their patients. The results here show a similarity with the study 
conducted by Almutairi et al., (2015), where researchers conducted an interview with 
non-Saudi nurses working in Saudi Arabian hospitals to understand how cultural 
diversity can be effectively managed in a multicultural environment. The results show 
that the nurses with culturally diverse working environments struggled with the notion 
of Saudi Arabian culture. The nurses were dominated and influenced by the Saudi 
Arabian culture, which may have different expectations from a nurses’ culture, beliefs 
and practices. 
A study conducted by Almutairi et al., (2014) investigated the phenomenon of care in 
tertiary hospitals in Saudi Arabia. The results of the study demonstrate that the nature 
of multicultural environments of nurses in health care organisations is complicated by 
clinical, personal and professional difficulties that may have profound consequences 
for nurses, patients and their family’s safety. 
 
Patient education levels. 
The fourth sub-theme that emerged from the data collected from the participants in 
this research study is “Patient’s educational levels”. This sub-theme highlighted that 
education allows nurses to better understand their patient in terms of care received. 
The nurses ability to communicate with their patients is enhanced with more educated 
patients, particularly if they know how to communicate using the English language as 
a commonality between patient and nurse. There are difficulties nurses experienced 
when they are attempting to explain a condition or procedure to a patient, resulting in 
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a lack of understanding by the patient. In this situation nurses need additional time to 
explain to the patient. Participant Two explained this issue clearly in the interview, 
where the participant said, “I have observed, sir, if the patient is more educated we 
have no difficulty to deliver nursing care to that patient compared to that patient who 
is not educated”. The nurses in Saudi Arabia understand that educated patients help 
them to deliver care as well as facilitate the process of health care service delivery. In 
contrast, uneducated patients, or the patient who is not speaking English, made their 
practice more difficult.  
The ability nurses have to address such conflict, due to language and communication 
barriers, made them more able to adapt to a patient’s needs in their practice. For 
example, when nurses plan for any procedure or nursing intervention, during care 
delivery nurses take the necessary precautions to avoid time wasting by calling the 
interpreter earlier to explain the procedure to the patient prior to starting that 
procedure. At the same time they may ask the help of a patient’s family member to 
explain the process of care delivery to their family member. The sub-theme extracted 
in this research study shows that educational levels influence the communication 
between nurses and patients. The quality of communication between nurses and 
patients is important to improve the quality of health care services provided in health 
care organisations (Bernard et al., 2006). The study conducted by Al-Doghaither, 
(2000) shows that patients were satisfied with their nurses in hospital when they are 
able to better communicate with them. The impact of communication on health care 
services influences patients’ satisfaction of health care provided in the hospital. 
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Adapting care to religious and cultural beliefs. 
The last theme answering research question three emerged as, “Adapting care to 
religious and cultural beliefs”. This theme shows how the nurses adapt their practice 
to incorporate the influences of religious and cultural beliefs. The participants 
described the different beliefs of their patients, such as gender segregation practices, 
respecting time for prayer and fasting, and end of life care requests. The theme shows 
similar results to a study conducted by Lampley et al., (2008) where nurses were 
required to change some of their practices to overcome and adapt to a patient’s 
religious practice. Providing spiritual care to patients enhances patient health care 
services and improves the quality of care. Simpson, and Carter’s, (2008) study shows 
that lack of knowledge about a patient’s religion by nurses, as well as by other health 
care professionals, may decrease a patient’s satisfaction about the health care services 
provided. The participants emphasised how their religion required them to interact 
with health care service providers. Nurses should consider religious values in their 
practice to improve the quality of care they provide to their patients. An example of 
quality care nurses may provide would be seeking to understand the meaning of 
religion for the patient. Providing competent care, whilst meeting the religious and 
cultural needs of the patients by nurses and health care professionals is an essential 
part of promoting health care services in Saudi Arabia as well other countries. 
Nurses in this research study showed a lack of knowledge about religious values and 
cultural customs, similar to the results in a study conducted by Al Yateem et al., 
(2015). Al Yateem et al’s., study results indicated participants have a lack of 
knowledge concerning cultural customs and religious values of patient groups. In 
order to overcome and improve the quality of care nurses may require an educational 
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program or transition programs to facilitate their cultural understanding when they 
work in Arab and Islamic countries or communities. 
Ho (2015) suggests that the knowledge concerning patient’s culture helps and 
supports nursing practice. All nurses have experience with meeting different patients 
cultural needs and this experience may influence care not only when working in Arab 
countries but in their future work internationally. Thus experiential learning within a 
country may benefit future practice for expatriate nurses (Jones, 2008). The nurses in 
the current research study indicated a link between Islamic religion and the culture of 
their patients on their practice. A study by Halligan, (2006) which was conducted in 
Saudi Arabia, found culture and religion influences nursing practices and the link 
between religion and culture were clear in the study. This research study and the 
Halligan  (2006) study confirmed that the Islamic religion guides Muslim people in 
every step of their life (Mebrouk, 2008). 
 
The information identified from this research study shows that non-Saudi nurses 
working in the regions where the study took place were able to adapt care to fit with 
culture and religious values. Expatriate nurses in Saudi Arabia have the ability to 
accomodate different patients culture and be able to use this experience to deliver care 
to patients with more competence. 
 
Question Four: Barriers and Facilitating Factors 
The last research question this study aimed to answer was, “What are the barriers and 
facilitating factors for nurses to work in partnership with Islamic patients and 
families?” This research question was answered mainly by the qualitative data 
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collected from the participants in the interview. The participants highlighted the 
barriers, which can be categorised into two categories:  “Religion/Cultural barriers” 
and “General barriers”. The facilitating factors to nursing practice in Saudi Arabia 
emerging from interviews with the participants will be presented here. The theme 
“Religion/Cultural barriers” emerged from the interviews, including many religious 
and cultural practices patients attended to and nurses considered as barriers to their 
practice. For example, culture and religious practice of patients may include 
segregation of genders, fasting, prayer time limitation and end of life care restriction. 
Gender segregation impacts nurses’ practice in several ways, where nurses need to 
understand their limitations in the care delivery process related to different genders in 
Saudi Arabian hospitals. In order for nurses to provide holistic care they need to 
consider a patient’s religious beliefs and adapt their practice to improve the quality of 
health care services provided in hospital (Markani et al., 2013). The study by 
Cheraghi et al., (2014) show that the nurses’ awareness of patient’s values, beliefs, 
customs, expectations, preferences, habits, lifestyle and religion allow them to 
provide the religious and spiritual care required to the patients. The study conducted 
by Markani et al., (2013) indicated patients’ practice of Islamic religion, such as 
prayer and fasting, were some of the important Islamic practices patients tend to do, 
and nurses understanding the importance of these religious practice by patients is an 
essential part of care service delivery.  
Peterson et al., (2012) study showed that for diabetic Muslim patients fasting 
influences patient’s health and requires nurses to adjust their practice to be able to 
care for their Muslim patients. The desire for fasting among Muslim patients increases 
the need for nurses to understand the fasting practices Muslims may have. A lack of 
knowledge and information nurses can have about the religious practices of patients 
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may be considered as barriers, as well as having a negative impact on the quality of 
health care services provided to Muslim patients (Peterson et al., 2012). Islamic 
religious practice in Islamic society improves spiritual care when health care 
professionals give attention to a patient’s religious values in order to provide 
competent care. Nurses and other health care professionals’ consideration of patients’ 
religious practices may be considered as barriers to delivering care. Understanding the 
role of religion and its practice by nurses helps and improves the quality of health care 
services delivered to patients.  
In a study by Simpson and Carter, (2008) the women participating in the study 
preferred to be seen or examined by female health care professionals, even though 
male health care professionals are accepted in some circumstances. Availability of 
female health care professionals may not be possible in some hospitals at certain 
times, which impacts nurses’ practice with delays or cancellation of some 
interventions. End of life care limitations were considered as barriers to delivering 
care to patients admitted to Saudi Arabian hospitals in a study by Friedenberg et al., 
(2012). Participants highlighted the barriers that may impact their practice toward 
providing end of life care to their patients, including the patient’s family, the 
clinician’s knowledge, institutional procedures, and the preparatory and ongoing 
education-training health care professionals receive concerning end of life care.  
The themes emerging from the interview of participants for the current study included 
general barriers highlighted by the participants. General barriers included 
communication between patients and nurses, which were influenced by knowledge of 
the English language. Additional barriers included patient’s family members and 
interference with nurses during care delivery processes, and how nurses considered 
technology and availability of modern and advanced equipment as barriers when care 
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is delivered to patients. Communication barriers were highlighted by the participants 
in this research study many times. The expatriate nurses often cannot speak in the 
same language of patients, which impacts the process of communication between the 
two parties. Communication between nurses and patients is a very important aspect of 
the health care service process. When nurses and patients cannot communicate in the 
correct manner, a lack of information between them may be detrimental. 
Communication skills are required by nurses in order to deliver care to their patients. 
Effective communication between health care professionals and patients may help to 
reduce the anxiety patients and their family may have (Fakhr-Movahedi et al., 2011). 
In the study by Fakhr-Movahedi et al., (2011) themes were identified such as 
communication as the essence of nursing care, where communication is important to 
provide care.  
Language differences between nurses and patients may impact the quality of service 
where misunderstandings can occur between nurses and patients due to the 
differences in interpretation of the language, as seen in the study by Almutairi et al., 
(2015). The ability nurses have to understand a patient’s problems may reduce the 
cost of health care services where nurses will be able to make the right decision based 
on a patient’s health condition needs (Bernard et al., 2006). In a study conducted by 
Al-Doghaither, (2000), the researcher assessed the level of patient satisfaction with 
nurses and health care services provided to them in Saudi Arabian hospitals. The 
results show that communication influences patients’ satisfaction of health care 
provided.  
Patient’s families were considered as barriers to delivering care to patients by the 
current study participants. For example, some of the participants in this research study 
specified how some of a patient’s family members may impact their practice when 
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they are unpleasant or demanding when care is in progress. The nurse here considered 
the patient’s relative as disturbing to her practice, where she cannot perform the 
actions required for the patient’s condition. The presence of family members with a 
patient when care is delivered may have a negative impact on the patient’s condition.  
The study conducted by Al-Asmary et al., (2010) showed that the presence of a 
patient’s sitters does not improve satisfaction of their older family members about 
health care services provided by the nurses. In a study of nurses by Al-Mutair et al., 
(2012) the results show that 77.2% of the participants agreed that family members 
presence during resuscitation of their family member is considered as a traumatic 
experience to them. At the same time, 92.3% of the participants disagreed with 
allowing family members to be there during resuscitation. In Al-Mutair et al’s., 
(2012) study, 65% of the participants believed the presence of family members during 
resuscitation could have a negative impact on a nurse’s performance, which may lead 
to stress (Hoye & Severinsson, 2008). 
Technology influences the quality of nursing service provided to patients in hospitals 
and in health care organisations (Eley et al., 2009). The participants in this research 
study highlighted the availability of modern technological equipment and devices as 
impacting the quality of health care services they provided to their patients. Eley et 
al’s. (2009) study shows that nurses’ experience with information technology has a 
big role in patient care and improves the quality of care they provided to their 
patients. 
A study by Walston et al., (2010) explored the impact of information technology on 
patient safety and problem solving in order to improve the quality of health care 
services in Saudi Arabian hospitals. The results show the impact of technology on 
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patient safety and the participants highlight problem solving is better achieved when 
using information technology when they deliver care. The results show that with use 
of information technology, nurses were able to improve the quality of service they 
provided to their patients in the hospitals. Advanced equipment may not be available 
in some hospitals, which impacts the quality and the overall workload of health care 
services provided by nurses. 
The study by Winslow and Honein, (2007) demonstrated that a lack of modern 
equipment impacted on nurses perceived ability to deliver care in a rural area of 
United Arab Emirates. A lack of technology was seen by the participants as barriers to 
them delivering health care as they were required to revert to basic assessment 
techniques. 
The nurses participating in the current research study identified factors that may help 
them to improve the quality of health care services they provide to their patients. 
These factors may reduce the workload and time taken when care is delivered, in 
order to advance the care and improve patient’s satisfaction about care provided to 
them by nurses. Factors that were identified included involvement of family members 
in the health care delivery process, education and training for the nurses, improved 
communication skills between nurses and patients, and the availability of modern 
advanced equipment and devices in every hospital to help nurses providing health 
care. 
Family members being present with the patient when care is delivered may improve 
the care provided. In Borhani et al’s., (2014) study, participants suggested that 
involvement of family members in the care process improved the quality of the 
services they provided to patients. A study of malnourished patients in Saudi Arabia 
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conducted by Khalaf et al., (2014), showed similar results, where the patient’s sitter or 
relative of the patient is considered a potential resource for the hospital nurses. 
Patient’s relatives could be used as sources of information about the patients health 
history, as seen in the study by Tirgari et al., (2013), where the participants believed 
that the family members provided clear information to health care professionals about 
the real condition of patients. Patient’s relatives are very helpful to nurses because 
they may offer support and care to the patients. The nurses could improve their care to 
patients by providing opportunities for family members to care for their patients 
during their time in hospital. Patient’s family members can support health care 
processes by providing spiritual care to their relative admitted in the hospital. The 
impact of family members in the health care process was investigated by Lawrence 
and Rozmus, (2001) and the results show that family members showed their concern 
for their family, whilst patients in hospital, by visiting them during their 
hospitalisation time, which provides spiritual and emotional support to their patient. 
Educational levels have an influence on the level of cultural competency nurses and 
other health care professionals have. Improvement of cultural awareness, knowledge, 
sensitivity and competency is based on levels of education and cultural training nurses 
and other health care professionals may have (Mareno & Hart, 2014). Nurses with 
lower educational levels may have less cultural awareness, knowledge, skills, and 
comfort with patients than nurses with higher education levels (Mareno & Hart, 
2014). 
The study by Mesler, (2014) evaluated cultural competence amongst three cohorts of 
Bachelor degree nursing students. One group had cultural competency concepts 
incorporated into their course and the other two did not. The study indicated the 
nursing students who had the opportunity to study a cultural course program achieved 
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a higher level of cultural competence compared with the nursing students in the other 
two Bachelors degrees. Peek and Park, (2013) showed nurses with cultural 
competency skills and knowledge will be competent and confident enough to provide 
culturally competent care to patients from different cultures. Nurses also highlight 
training as providing ideas for effective resources to improve their ability to provide 
quality care to their patients. Friedenberg et al., (2012) study indicates that nurses 
required more training about the process of end of life care to improve the quality of 
health they provided to their patients. 
Communication is important for effective health care, where nurses can provide better 
physical care, emotional support, and exchange information with patients (Fakhr-
Movahedi, et al., 2011). Well developed communication skill are required by nurses 
in health care organisations in order to deliver health care to their patients. 
Participants in this research study indicated that enhancement of communication 
between nurses and patient’s improved the process of health care service delivery. 
The participants believe that when they can communicate with patients with a 
language that both patients and nurses can understand, it made their work easier and 
improved the quality of care they provided to their patients. In the study byFakhr-
Movahedi, et al., (2011) two major themes “communication as the essence of nursing 
care” and “reactive communication” emerged from the interviews with the 
participants, confirming similar results with this research study. Communication 
between nurses and patients influences the process of health care delivery as well as 
influencing patient’s satisfaction about the care they received. The Al-Doghaither 
(2000) study assessed patient satisfaction with nurses and health care services 
provided to them and found that the more  skillful the nurse is with patient 
communication the higher the satisfaction levels of the patient. 
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Technology is also one of the factors participants in this research study highlighted 
that may help them to improve the care process they provide to patients in Saudi 
Arabia. The study by Eley et al., (2009) showed that 71% of the respondents believed 
that information technology had a big role in patient care and improved the quality of 
care nurses provided to their patients. At the same time, the results show that 
technology increased patient safety in the work place. The importance of technology 
in health care services was also seen in a study conducted in Saudi Arabia by Walston 
et al., (2010), where technology impacted on patient safety and problem solving in 
order to improve the quality of health care services nurses provided to Saudi patients. 
The nurses participating in Walston et al’s., (2010) study said they had gained 
experience from their practice working in Saudi Arabian health care systems,  and 
that the technology used in health care could improve the quality of health care 
services, which would not be improved without the use of advanced equipment and 
technological machines during care delivery processes. Technology was considered as 
a facilitator to nursing practice in Saudi Arabia as well as in many other countries. 
The participant responses to items relating to this research question demonstrates that 
nurses in Saudi Arabia face the same barriers facing other nurses around the world 
when providing care. Nurses’ ability to identify barriers can help expatriate nurses to 
understand Saudi Arabian culture. At the same time the information provided in this 
research study can support nurses to understand Saudi Arabian patient’s religious 
values and cultural customs prior to their arrival to work in Saudi Arabia. Nursing 
administration can use the information provided in this research study to facilitate the 
process of nurse’s adaptation of patient’s religion and culture to care and provide 
educational program to support new nurses in Saudi Arabia 
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Revisiting Leininger’s Sunrise Model 
Leininger’s Sunrise Model for the Theory of Culture Care Diversity and Universality 
was the theoretical and conceptual framework used to develop instruments used to 
collect information from participants in this research study. Leininger’s Model 
provides a cognitive guide to help discover specific cultural care phenomena (Evans 
et al., 2010). Culture care diversity and universality theory provides a holistic view of 
patient culture. The model was designed as a research guide to help researchers to 
uncover the multiple dimensions related to the theoretical tenets of the culture 
universal care diversity and Universality theory (Evans et al., 2010). Leininger’s 
Sunrise model was used in research studies such as (Lawrence& Rozmus, 2001; Ohm, 
2003) and many other studies using a qualitative approach, which improves 
understanding of the nurses and other health care professional phenomena. The model 
was developed by Leininger and largly used in research as a qualitative research 
approach.  
 
This research study used the model to develop instruments to collect information from 
participants as a quantitative research approach in phase one of the research study. 
The model was a valuable source of guidelines to develop the research instrument. 
Leininger’s Sunrise Model is a large and complex model comprised of 12 domain 
factors that the instrument of data collection of this research study was designed to 
collect. Due to the complexity of the model, quantitative data analysis conducted with 
the data collected from the participants required data screening and data removal prior 
to conducting further analysis. Removing some data from the analysis reduced and 
omited valuable information collected from the participants in this research study for 
inclusion in the post factor analysis inferential statistics. The result of the quantitative 
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phase of the research study limited the factors influencing nursing practice to five 
factors, which was compared with demographic data collected from the participants. 
Leininger’s Sunrise Model is important to develop new theories and guiding 
frameworks, as well as to be used as a conceptual model for research (Leininger, 
1992). The quantitative data collected from the participants in this research study was 
based on Leininger’s model, which provided wider knowledge and information about 
nursing practices in Saudi Arabia. However factor analysis removed several items and 
some concepts of the model could not be tested in the first phase of the study. The 
model fitted well with the qualitative second phase of this research study. Qualitative 
research methods seem to have a better fit with Leininger’s model and the findings of 
the second phase certainly reflected Leininger’s Sunrise Model. 
 
Revisiting Purnell’s Model of cultural competence 
Purnell’s model is conceptualised from many theories and research study in many 
fields, such as organisation/ administration, anthrology, sociology, anatomy and 
physiology, psychology, history, clinical practice of nursing and medicine (Purnell, 
2002). The model has twelve domains including: overview/ heritage, communication, 
family role and communication, workforce issues, biocultural ecology, high-risk 
behaviours, nutrition, pregnancy and childbearing practice, death ritual, spiritual, 
health care practices, and health care practitioner (Purnell, 2002). The model was used 
to develop the questionnaire items that were used to collect information from the 
participants in this research study. The model was originally used by Purnell to 
explore the culture of many communities and ethnic groups around the world and in 
particular those residing in the United States of America. The culture Purnell explored 
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using his model included Arab, African American, Egyptians and Latin American. 
For Arab and Muslim cultures, Purnell used the model to explore the culture and 
surrounding phenomena with Arabs living in the United States. The model covers 
culture and subculture and practice of people in many races and nationalities. The 
information extracted from applying the model to Arabs helped the researchers in this 
study to develop the questionnaire questions that described Arab and Muslim people. 
Purnell’s work was very useful in guiding the construction of the items for the phase 
one questionnaire. Purnell’s extensive work with populations provided very good 
insight into Arabic culture. 
 
Chapter Summary 
The first part of this chapter presented the research study results and linked the results 
to existing literature in order to explore nursing practices in Saudi Arabia. The results 
of this research study show that nurses in Saudi Arabia have similar experiences and 
practices with other nurses in many countries or societies around the globe. At the 
same time the nursing practice in Saudi has its own unique experience that challenges 
expatriate nurses planning to work in Saudi Arabia. 
This chapter has also revisited the two models (Leininger and Purnell) which guided 
this study and considered the application of these models to guiding research. The 
next chapter is the final chapter for this thesis and will provide the study strengths, 
limitations, make recommendations and concluding statements.  
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                                           Chapter Ten 
Conclusion 
This chapter concludes the thesis, which considers the thesis as a whole. The chapter 
presents the strengths and limitations of the research study, followed by 
recommendation arising from the study results considered in four categories that 
include recommendation for: 1. developing policy, 2. practice, 3, education and 
training, and 4. future research . Finally, the thesis conclusion will be presented.  
 
Strengths of the study 
This research study was conducted in a clinical setting in the regions where the study 
was conducted, which adds importance to the findings of the study because the study 
findings originate from clinical practice and so have potential influence on practice in 
other areas of the Gulf. The instrument used for data collection was developed as a 
statistical data collection instrument with an aim to explore and describe nursing 
practices in the regions where the study was conducted. The instrument was 
developed using two theoretical models and the literature to develop constructs and 
then assessed by external experts to determine content validity. One of the theorists 
was a panel member for instrument validation. The instrument was piloted before 
distribution and Cronbachs Alpha was used to determine  reliabilty followed by an 
exploratory factor analysis to determine validity of the tool.  The factor analysis 
revealed the original item grouping were not reflected in the data and subsequently 
items which did not load on the factor analysis were deleted. The high response rate 
indicates the importance of the research topic to the nurses and their practice in Saudi 
Arabia as it is suggested that a busy group of health professionals will respond to a 
survey if they feel it is important and relevant to their practice. The study revealed 
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gaps in knowledge regarding nursing knowledge and practice in a regional setting of 
Saudi Arabia where traditions exist that differ to the more urbanised centers of the 
Kingdom. At the same time, the study has provided a real insight into current nursing 
practices and has identified the limitations and strengths expatriate nurses provide 
Saudi Arabia as an essential health care workforce. Insights into the expatriate nurse 
experience with Saudi culture may help to provide supportive measures, such as 
cultural orientation, to improve the quality of health care services provided to Saudi 
patients. The study participants expressed the great willingness nurses have to learn 
about Islamic values and the cultural customs of Saudi Arabian people to improve 
care. This study has highlighted how nurses engage in adaptive and innovative 
practice to be able to implement new methods, techniques, interventions, interactions 
and routines to enhance their efficiency when providing care to their patients. 
The research study used mixed research methods analysing quantitative and 
qualitative data collected from the participants. The quantitative analysis was used to 
determine the knowledge nurses have about Islamic values and cultural customs of 
Saudi patients. Whilst the qualitative data analysis was used to explore expatriate 
nurses’ practice, as well as provide information about the perceived facilitating 
factors and barriers facing nurses when they work with Saudi people. In addition, the 
qualitative data analysis has provided examples that nurses may follow to overcome 
the difficulties they may face in facilitating their practice and improving the quality of 
health care they provide to patients in Saudi Arabia. The use of mixed methods 
research has allowed the researcher to explore the phenomenon of nursing care and 
Saudi culture from a range of different aspects by conducting one research study at a 
time. The combination of quantitative and qualitative research methods has helped to 
overcome some limitations and generated a significant amount of information when 
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compared with single-method research. Analysis of quantitative and qualitative data 
in the two phases of the research may enhance the study results due to triangulation of 
methods which may provide a more thorough understanding of the phenomenon being 
investigated (Morse, 2003). The information emerged from quantitative findings 
regarding Islamic values and cultural customs nurses have explained the experience 
nurses have in their practice, which presented in qualitative findings of this research 
study. Triangulation of data may help to validate the data collected from participants 
in a research study. Using triangulation may help to increase credibility and validity 
of data collected in the research. At the same time triangulation provides 
comprehensive data using different sources of data collection. In addition the data 
collected is better supported from reach source of data collection and thus 
triangulation makes the analysis process more easy.  
The strength of this research study was to include Saudi nurses, as well as expatriate 
nurses, in the quantitative phase of the research study due to their differences in 
culture, religion, language and perceptions to delivering care to Saudi Arabian 
patients. This included many nurses from different nationalities, race and religions in 
the research study, representing the multicultural Saudi Arabian workforce in health 
care organisations. This research approach has provided a comparison of results 
between the populations. Including Saudi national nurses and expatriate nurses in this 
research study has allowed the researcher to explore and describe the similarities and 
differences in practices, problem solving, knowledge and facilitating factors for the 
nursing workforce in these southern regions of Saudi Arabia. 
Exploring acute and critical care nursing practices in Saudi Arabia allowed the 
researcher to understand the practical problems nurses may face in multicultural 
healthcare organisations, as well as assisting the researcher to provide valuable 
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recommendations regarding nursing practices in Saudi Arabia. Furthermore, the 
participants may have benefited from participating in this research study by helping 
them to assess their knowledge of Islamic values and cultural customs influencing 
their practice in Saudi Arabia. Most importantly, this study adds to the body of 
knowledge regarding nurses’ knowledge and practice in Islamic cultures and Saudi 
Arabian traditional culture. With the multifaceted approach of data collection and 
triangulation methods, this study makes a claim for unique and new knowledge 
concerning nursing practices in Saudi Arabia. The information extracted from this 
research study can help and should be considered in future directions and 
recommendations to nurses working in Saudi Arabia. 
 
Limitations of the Study 
Time limitations, available resources and logistic constraints did not allow this 
research study to expand and comprehensively cover other regions in Saudi Arabia. 
Even though the research study covered five regions of Saudi Arabia, the results were 
restricted to the hospitals in the South West of Saudi Arabia. The survey was used to 
collect quantitative data, used to explore nurses self perceived practices in a single 
point of time and place, which might impact the applicability of the instrument if used 
in another area of Saudi Arabia. Additionally as the data collection reflected nurses’s 
perception of their own work responder bias needs to be considered. 
The nurses in bigger hospitals may have different issues and concerns to address than 
the participants presented in this research study, which may help the researcher to 
offer the best recommendations. The number of the participants is sufficient, having a 
large sample size representing the nursing workforce in Saudi Arabia, dividing those 
	   	   323 
	  
participants based on gender, nationality and education may be considered as a 
limitation. For example, gender segregation is an important issue in the religious and 
cultural practices of the people of Saudi Arabia, with only 14 Saudi male nurses 
participating in this research study. Other nurses with different religious beliefs, or 
those who are Atheist, and nurses who categorised their religion under other religions, 
were removed from the comparison with other religious groups. The analysis of data 
collected from the participants in this research study was limited to Diploma and 
Bachelor degree holders, and no-one other than those nurses was included in the 
inferential statistics of the data. 
The quantitative data collected from the participants using the survey was screened 
and many items were removed from the data prior to the analysis process. The data 
removal may have comprised valuable information helping to understand and explore 
nursing practices in Saudi Arabia. In the qualitative phase of data collection the 
participants were expatriate nurses only and no Saudi nurse was interested in 
participating in this phase of the research, as the participation was voluntary. A lack 
of Saudi national nurses participating in phase two of this research study limited the 
finding and did not allow for comparison between Saudi nurses and expatriate nurses 
in order to understand nursing practices in Saudi Arabia from a nationals perspective. 
Conducting the interviews with Saudi participants in the English language, as it is in 
the inclusion criteria of participants, limited or disadvantaged Saudi nurses 
participating in this research study and may be a reason why they did not volunteer to 
be interviewed. 
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Recommendations Arising from the Study 
This research study explored and described acute and critical care nursing practices in 
Saudi Arabia. The study has provided valuable information to improve the quality of 
health care services nurses provide to patients in Saudi Arabia, and these results have 
application to many other Arab and Islamic countries, communities and societies 
around the globe. The study has many recommendations regarding developing policy, 
practice, education and training, and considerations for future research.  
 
Recommendation for policy development. 
The results of this research study indicate the need for the policy development to 
include reflection that Saudi Arabia has a multicultural workforce to staff it’s health 
care organisations. Policy needs to adopt best practice to meet patients religious and 
cultural customs needs. The policy and regulations of the hospitals contain procedures 
that nurses and other health care professionals follow to assist a patient’s religious and 
cultural requirements and could provide examples of how care can be adapted to meet 
these needs. Clear policies should guide nurses in their practice to improve the quality 
of health care services they provide to their patients. For example policy may include 
the process of communication between female nurses and male patients in order for 
nurses to understand gender segregation in Saudi Arabia. The policies and procedures 
need to stress the religious and cultural diversity between nurses themselves, and 
between nurses and their patients, in order to understand each others’ religious and 
cultural needs and requirements. The policy and procedure may require nurses to 
learn Arabic language in order to be abel to communicate well with their patient.  
Hospital regulations need to have clear and solid job descriptions for the nurses, as 
well as for other health care professionals to highlight the role and responsibility of 
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nurses and other health care professional in the hospital. A clear job description 
allows nurses to understand their responsibilities and avoid overlaps between different 
nursing categories as well as with other health care professionals. At the same time 
nursing leaders or managers can evaluate and correct some of the nursing practices 
based on their job description. Job description may include for example nurses to 
facilitate and support patients religious needs in hospital or nurses being required to 
adapt their care provision to the patient’s religious values and cultural customs. 
 
Recommendation for nursing practice. 
Based on the quantitative and qualitative results of this research study, nurses in Saudi 
Arabia need to change some of their practices in order to understand religious and 
cultural customs needs of their patients to improve the quality of health care service 
they provide. The nurses need to adopt assessment and admission tools that allow 
them to make provision for a patient’s cultural needs on a regular basis. These 
assessment processes may be applied by each nurse, with each patient, when they 
interact with them for the first time. The nurses should be required to utilise valid and 
reliable tools to assess a patient’s religious and cultural needs prior to nursing 
intervention. The nurse’s leader or manager needs to assist nurses to understand a 
patient’s religion and culture, to allow them to improve their practices to meet 
patient’s needs, which can improve the quality of health care service provided to the 
patients in the hospital. 
Recruitment of new staff is an essential part of providing competent nurses to work 
with patients in an environment like Saudi Arabia. The results of the study shows that 
the higher qualified nurses were better able to understand patients’ religion and 
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culture. Having a Bachelor degree is the minimum nursing preparatory requirement 
for nurses to work in Saudi Arabia. At the same time, nursing administrators need to 
maintain nursing retention with nurses who gain experience in the Saudi environment, 
which will reflect on the quality of health care service provided to patients. Including 
additional benefits or an increase in wages to maintain nursing retention can be used 
in hospitals. These may reduce the shortage of nurses as well as retain senior nurses 
with expertise to work longer in hospitals or in the country.  
Nurses participating in this research study highlighted that communication between 
nurses and patients can be a barrier to delivering quality care. To reduce the conflict 
of communication between nurses and patients, the availability of interpreters in each 
unit in the hospital, would be valuable to facilitate communication between nurses 
and patients and their family. After hours interpreter services could be centralised and 
available via phone or Skype. Educated family members may help nurses to 
understand much of the patient’s religious and cultural needs as well as comforting 
the patient regarding health care services provided to them by the nurses in the 
hospital. Family members’ involvement has the potential to improve the quality of 
health care service provided in hospitals. Involving family members in the process of 
evaluating a patient’s religious and cultural needs improves the service nurses provide 
to them and to their patients. 
Different gender interaction and gender segregation were important issues highlighted 
by the participants in this research study. Respecting patients’ needs and rights is an 
ethical practice hospitals need to provide attention to. Providing health care from 
someone the same gender as the patients may facilitate and improve the quality of 
health care services provided to patients in a Saudi hospital. Even though this may not 
be possible to apply in some units or hospitals, it should be considered by hospital 
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administrations in order to improve the quality of health care service they provide to 
their patients. 
Religious practices, such as prayer and fasting for Muslims, as well as traditional 
beliefs for Saudi Arabian patients, is a very important aspect to consider. Nurses are 
required to facilitate religious practice for their patients by providing the facility to 
help them to complete such practices. For example, they can prioritise their nursing 
intervention or health care service provided to patients to fit with a patient’s religious 
practice. The nurses can avoid time wasting by understanding patients need to pray or 
fast when their health condition allows, and implement all necessary nursing care in 
conjunction with a patient’s practice of religion.  
Hospitals may develop a person or department in the hospital that is responsible for 
cultural evaluation of patients and their families. The responsibility of this person may 
include guiding nurses in different departments to understand how a patient’s 
religious values and cultural customs can influence the care services delivery process. 
They can also evaluate a nurse’s level of transcultural knowledge and suggest 
necessary solutions to improve their ability to overcome such religious and cultural 
differences in order to improve the quality health care services provided to patients in 
the hospital.  
 
Recommendation for education and training. 
The results of this research study show an urgent need for extra education concerning 
culture and transcultural nursing. The difficulty nurses have in understanding a 
patient’s religious values and culture may be the result of insufficient knowledge 
about transcultural nursing, which is reported by other studies, as well as this research 
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study. The ability nurses have to understand the process of holistic care service 
delivery may help and improve the quality of care nurses provide to patients. To 
improve nurses’ knowledge about transcultural nursing, education and training 
programs may support this direction.  
Nursing students in undergraduate courses, whether a Diploma or Bachelor degree, 
need to have more knowledge and experience in cultural diversity in health care 
organisations. Education may include courses in transcultural nursing, including 
examples of common nursing practice in health care organisations. The nurses are 
required to understand the religious values and cultural customs that may impact their 
practice when care is delivered to patients. At the same time, the nursing students in 
these courses may learn about their own religion and cultural practices that guide their 
daily practice. Education recommendations to postgraduate nurses include Masters 
degree, higher diploma or doctorate level study, with a speciality in Transcultural 
nursing. The nurses graduating from these courses may become experts in the field of 
transcultural nursing and be able to educate their colleagues in the hospitals.  
For newly recruited nurses’ evaluation of their knowledge about cultural competence 
is an essential part of improving the nursing profession in Saudi Arabia. Cultural 
orientation needs to be introduced to the nurses prior to commencing work in Saudi 
Arabia. The program may be different in each region of Saudi Arabia to take into 
account local customs. The program may include orientation about the locals’ health 
care beliefs, practices, religious practice and cultural beliefs. Transcultural nursing 
orientation for new nurses, as well as the nurses who do not have this education and 
training, will improve their ability to understand patient’s cultural differences in order 
to provide competent care.  
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Developing training programs for nurses based on their knowledge about Islamic 
values and Saudi Arabian cultural customs may help nurses to improve the health care 
service they provide to their patients. The training may be provided for different 
levels of nursing prepartaion, starting from nursing student to employees in hospitals. 
It is important to develop cultural competence in nurses, alongside their clinical 
competence, to be able to understand a patient’s religious values and cultural customs. 
The training allows nurses to be more competent in delivering care to their patients. 
Communication is considered as a barrier for expatriate nurses in delivering care to 
Saudi Arabian patients. Developing training and educational programs to learn the 
basic Arabian language terms that are used in health care organisations may help 
nurses to improve the quality of care they provide to their patients. These courses may 
help to develop communication skills with their patients in order to provide care. At 
the same time, interpreters working in hospitals need to also have training about 
cultural competence in order to understand a patient’s culture and provide clear 
information to the nurses. 
 
Recommendations for future research. 
The results of this research study provide a valuable contribution by increasing 
knowledge concerning nursing practices in Saudi Arabia, which can have a significant 
impact on the development of the Saudi Arabian health care system. Future research 
using the developed instrument, and taking the limitations of this research study into 
account, will show more understanding of the local nursing practices in Saudi, as well 
as in the countries, societies and communities where the study may be conducted. 
Conducting research studies with the same data collection instrument in other regions 
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of Saudi Arabia will be appropriate, and results of future studies could be compared 
with the results of this research study. Conducting similar research studies in different 
regions of Saudi Arabia will help the general nursing administration of Saudi Arabia 
to understand expatriate and national nurses’ practice, in order to evaluate their 
educational and training needs.  
The instrument of data collection can be used to evaluate nursing practices in the 
countries where expatriate nurses come from. The results can then be compared to see 
the similarities and the differences between the two parties. Further research in 
transcultural nursing in Arab Gulf countries may improve the nursing profession in 
the region, by developing a code of conduct embracing cultural sensitivity for the 
region. 
The instrument of data collection used in this research study can be further developed 
by implementing the instruments in many regions involving different nurses’ 
nationalities, race, religion, educational level and positions, in order to have a new 
model of transcultural nursing practice in Islamic and Arab countries. Future research 
results can be used to evaluate nursing practices in the countries or societies where 
Arab and Muslim people were present, and where nurses or health care professionals 
have different cultural backgrounds, religion or language from their patients. 
Further research can be conducted using the instrument developed in this research 
study, to explore the nursing practices of each race taking into consideration 
nationality, religion, culture and education and individually supporting understanding 
of each groups’ values, practice and knowledge towards their patients. The results 
may be used to develop policy, education, and training requirements for each group, 
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in order to improve the quality of health care service provided by nurses in the health 
care organisation. 
Different nursing students’ experiences and preparedness for clinical pracice could be 
explored from different educational organisations where transcultural course may be 
available or not, using the instrument that was developed from this research study. 
Such a study may help to understand the transcultural nursing needs of the nursing 
students and at the same time, develop programs that meet nursing students’ needs in 
developing cultural skills and providing care to patients from different cultures. 
 
Thesis Conclusion 
Transcultural nursing research is the study and practice into the cultural beliefs, 
values and life ways of people from diverse cultures. At the same time, it is the use of 
this knowledge and experience to provide quality culture-specific or culture-universal 
care to patients, families and groups of people from particular cultures. Developing 
competent care can be achieved by learning cognitive aspects of culture that include 
values, beliefs, and traditions of a particular group or individual, and applying this 
knowledge in the practice of health care delivery. The lack of knowledge nurses have 
concering their patient’s religious values and cultural customs may impact the quality 
and process of health care service nurses provide to their patients. Many factors may 
have a great impact on their ability to deliver competent care that includes knowledge 
about a patient’s religious practice, communication skills and awareness about 
patients’ cultural beliefs. 
The knowledge gained from this research study regarding expatriate nursing practices 
in Saudi Arabia will be valuable to health care service providers, in order to develop 
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and improve the quality of health care services provided, not only to the Saudi 
Arabian population, but extending to Arab and Muslim patients in other countries or 
societies. The results of this research study shows that nurses vary in their knowledge 
about Islamic values and the cultural customs of their Saudi patients, which may 
influence their practice. The results show that a nurses’ lack of knowledge regarding a 
patients’ religious practice, such as prayer and fasting, as well as cultural beliefs may 
result in delays, or impact care, also impacting the quality of service to their patients. 
A patient’s family members’ interactions with nurses during hospitalisation shows the 
benefits nurses, as well as patients, may have when nurses are able to engage family 
members in collaboration of care delivery for their relative to improve health care. In 
addition, language barriers may impact the process of communication between nurses 
and patients in health care organisations, which impacts the quality of health care 
service nurses provide. 
Expatriate nurses are required to care for Saudi nationals, and these nurses may speak 
a different language to Saudi nationals. English may be used for communication but it 
is not often the primary language of expatriate nurses. Breakdowns in communication 
between nurses and patients may occur due to language differences. Effective 
communication is a fundamental requirement in the provision of quality health care. 
The issues of language and communication may result in inappropriate attitudes or 
actions from nurses toward their patients, impacting the health care service nurses 
deliver.  
The literature demonstrates the great impact of transcultural nursing knowledge on the 
quality of health care nurses provide to their patients. The knowledge nurses gain 
from the understanding of a patient’s Islamic values and cultural customs, may help 
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them to adapt their care deliver to take into account these values and beliefs in their 
practice.  
This study results have indicated that levels of nursing education preparation 
(Diploma compared with Bachelor’s degree) impacts upon a nurses ability to 
understand religious values and cultural customs of their patients in order to improve 
the quality of health care service they provide to their patients. Educational levels of 
nurses, whether expatriate or national nurses, impacts a nurse’s knowledge and 
adaptation of patients’ needs to their practice. Upgrading nursing levels of education 
to a Bachelor degree may provide greater time to build skill, knowledge and 
understanding of patients’ cultural beliefs and religious values. At the same time, 
including transcultural courses in nursing education has been found to improve the 
quality of care that nurses may deliver to their patients in the future. Training 
programs for expatriate nurses, as well as Saudi nurses, may help nurses to improve 
the quality of care they provide. 
This study provides unique and original valuable information regarding nursing 
practices in Saudi Arabia, providing recommendations to develop policy in health 
care organisations, nursing practice and nursing education. The study’s 
recommendations may apply to Saudi Arabia, as well as to many other Arab and 
Islamic countries, communities and societies around the globe. 
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Appendix A 
NO Author/s Study design Location Sample size 
1 Borhani, Hosseini & Abbaszadeh, 2014 Qualitative, descriptive Kerman, Iran 
12 Nurses 
2 Omu& Reynolds, 2014 
 
Qualitative semi 
structured interviews  
Kuwait Five nurses, 
Four 
Physiotherapist&  
One physician 
3 McDermott-Levy, 2013 
Phenomenological 
inquiry  Oman Seven nurses 
4 Tirgari, Iranmanesh, Cheraghi & Arefi, 2013 
Phenomenology 
hermeneutic approch 
Iran 11 nurses 
5 Markani, Yaghmaei & Fard, 2013 Qualitative, semi structured interview 
Iran 24 nurses 
6 
Peterson, Nayda & Hill, 2012 Phenomenological 
inquiry 
Australian 
Muslim 
Community 
Three men 
One women 
7 Zeilani & Seymour, 2012 Longitudinal narrative approach 
Jordon 16 women 
8 
Nabolsi & Carson, 2011 A hermeneutical phenomenological 
orientation  
Jordon 19 man 
9 McDermott-Levy, 2011 Phenomenological inquiry 
United 
States  
12 nurses from 
Oman 
10 Fakhr-Movahedi, Salsali, Negharandeh & Rahnavard, 2011 
Qualitative study Iran 8 Nurses & 9 
Patients  
11 Sidumo, Ehlers & Hattingh, 2010 
Quantitative descriptive 
research design  Saudi Arabia 
50 Nurses 
12 Rambod and Rafii, 2010) 
A cross-sectional, 
correlational design  
Iran 202 Patients 
13 Banning, Hassan, Faisal & Hafeez, 2010). 
Qualitative study Pakistan Thirty six 
Patients 
14 Rafli, Hajinezhad & Haghani, 2008 Cross section design Iran 250 patients 	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NO Author/s Study design Location Sample size 
15 Marrone, 2008 Descriptive correlation design 
United 
States 
208 nurses 
16 Simpson & Carter, 2008 Phenomenology United States 
7 Patients 
17 Baker, 2007 
Qualitative, 
constructivist paradigm  Canada 26 Muslim patients 
18 
Halligan, 2006 Qualitative interview 
Phenomenology 
Saudi 
Arabia 
Six nurses 
19 Gebara & Tashjian, 2006 Case study approach  Lebanon Two case study 
20 Bahar, Okçay, Ozbiçakçi, Beşer, Ustün & Ozturk, 2005 
Quantitative study Turkey 138 women 
(patients) 
21 Thomas, Saleem & Abraham, 2005 Focus group United States 
135 participants 
22 Cortis, 2004 Qualitative study  United Kingdom 
30 Nurses 
23 Ohm, 2003 
Sunrise Model United 
States 
= 
24 Fooladi, 2003 
Qualitative 
ethnographic methods  
Iran Field observation  
25 Tsianakas & Liamputtong, 2002 In depth interview Australia 15 Muslim women 
26 Miller & Petro-Nustas, 2002 Qualitative design of observation 
Jordan 15 women 
27 
Vydelingum, 2000 Phenomenological 
approach 
United 
Kingdom 
10 patients & 
6 Careers 
28 Almutairi, McCarthy & Gardner, 2015 Semi-structure interview  
Saudi 
Arabia 
24 non Saudi 
nurses 
29 Khalaf, A., Westergren, Ekblom, Al-Hazzaa & Berggren, 2014 
Qualitative explorative 
design  
Saudi 
Arabia 
15 nurses 
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NO Author/s Study design Location Sample size 
30 
El-Jardali, Sheikh, Garcia, Jamal & 
Abdo, 2014). 
Cross section study Saudi 
Arabia 
2572 
questionnaires 
nurses, 
physician, 
Clinical and non 
clinical staff, 
pharmacists, 
laboratory staff 
31 
Al-Mutair, Plummer, Clerehan & 
O'Brien, 2014 
Cross section survey 
design 
Saudi 
Arabia 
179 family 
members & 497 
health care 
providers 
32 Almutairi, Gardner & McCarthy, 2014 Case study research Saudi Arabia 
 
33 
Aldossary, Barriball & While, 2013 Questionnaire Saudi 
Arabia 
614 nurse 
130 doctors 
322 patients 
34 Almutairi, Gardner & McCarthy, 2013 Mixed methods case study 
Saudi 
Arabia 
319 nurses 
35 Aboshaiqah & Baker, 2013 Survey design Saudi Arabia 
498 Nurses 
36 Zakari, Al Khamis & Hamadi, 2010 Cross section design Saudi Arabia 
346 Nurses 
37 Walston, Mwachofi, Aldosari, Al-Omar, Yousef & Sheikh, 2010 
Survey design Saudi 
Arabia 
566 Nurses 
38 
Al-Asmary, Al-Shehri, Al-Omari, 
Farahat & Al-Otaibi, 2010 
Cross section survey Saudi 
Arabia 
125 patients 
relative & 
213 Health care 
professionals 
(Physicians & 
Nurses)  
39 Suliman, Welmann, Omer & Thomas, 2009 
Questionnaire survey Saudi 
Arabia 
393 patients 
40 Al-Ahmadi, 2009 Questionnaire Saudi Arabia 
923 Nurses 
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NO Author/s Study design Location Sample size 
41 Bozionelos, 2009 Questionnaire Saudi Arabia 206 Nurses 
42 Mebrouk, 2008 Phenomenology research  
Saudi 
Arabia Six nurses 
43 Ho, 2015 Qualitative research United States Five nurses 
44 Hoye & Severinsson, 2008 Qualitative design Norway 16 nurses 
45 Marrone, 2005 Quantitative research design 
United 
States 208 nurses 
46 Friedenberg, Levy, Ross & Evans, 2012 Survey design 
United 
States 
82 residents 
200 follows 
13 patients 
family 
51 Nurses 
47 Eley, Fallon, Soar, Buikstra & Hegney, 2009 Survey design Australia 4330 Nurses 
48 Yousefi, Abedi, Yarmohammadian & Elliott, 2009 Phenomenology study  Iran 
16 Patients & six 
Nurses 
49 Lampley, Little, Beck-Little & Xu, 2008 
Campinha-bacote model 
Benner’s model 
United 
States 66 Nurses 
50 Lawrence & Rozmus, 2001 Case study using Sunrise Model 
United 
States One case 
51 Liou & Cheng, 2011 Phenomenology study United States One case study 
52 Durham, & Pollard, 2010 Qualitative research design 
United 
States 5 Nurses 
53 Nailon, 2004 Phenomenology design United States 15 Nurses 
54 Grech, 2008 Quantitative study United States 208 Nurses 
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NO Author/s Study design Location Sample size 
56 Cheraghi, Manookian & Nasrabadi, 2014 Qualitative research 
United 
States 
10 Patients 
(Five Muslim & 
five Christian) 
57 El Amouri & O'Neill, 2014 Quantitative research United Arab Emirates  118 Nurses 
58 Al-Mutair, Plummer, Clerehan & O'Brien, 2014 
Semi-structure 
interview 
Saudi 
Arabia 
12 Family 
members 
59 Wicher, 2013 Ground theory United States 
Nurses 
(no number) 
60 Van Rooyen, Telford-Smith & Strümpher, 2010 
Phenomenology 
Qualitative design 
Saudi 
Arabia 
South African 
Niurses 
(no number) 
61 Lang, Poon, Kamala, Ang & Mordiffi, 2006 
Phenomenology 
approach Singapore 13 Patients 
62 Tamim, Hejaili, Jamal, al Shamsi & Al Sayyari, 2010 Cross section survey 
Saudi 
Arabia 
94 Health care 
workers 
63 Festini, Focardi, Bisogni, Mannini & Neri, 2009 Questionnaire design Italy 83 Nurses 
64 Duffy, Jackson, Schim, Ronis & Fowler, 2006 Focus group & survey  
United 
States 
10 focus groups 
& 73 surveys 
65 Valizadeh, Tazakori, Mohammadi, Hassankhani & Fooladi, 2012 Qualitative approach Iran 18 Nurses 
66 Banning, Hassan, Faisal & Hafeez, 2010 Qualitative study Pakistan 30 patients 
67 Winslow & Honein, 2007 Qualitative research method (focus group) 
United Arab 
Emirates 60 Women 
68 Al-Yateem, AlYateem & Rossiter, 2015 
Qualitative 
methodology 
Saudi 
Arabia & 27 Nurses 
55 Al-Mutair, Plummer & Copnell, 2012 Quantitative design Saudi Arabia 132 Nurses 
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United Arab 
Emirates  	  
NO Author/s Study design Location Sample size 
69 Al-Awamer & Downar, 2014 Semi-structure interview 
6 different 
Middle 
Eastern 
countries 
13 participants 
70 Jones, 2008 Qualitative study United States 5 Nurses  
71 Odoms-Young, 2008 Ground theory United States 
22 Muslim 
patients 
72 
Aghamohammadi-Kalkhoran, 
Valizadeh, Mohammadi, Ebrahimi & 
Karimollahi, 2012 
Phenomenology Study Iran 19 Women 
73 Bernard, Whitaker, Ray, Rockich, Barton-Baxter, Barnes, Kearney, 2006 Survey design  
United 
States 
61 Nurses &     
36 Physicians 
74 Al-Doghaither, 2000 Interview using 21 items questionnaire  
Saudi 
Arabia 450 Patients 
75 Atkinson, 2015 Ethnography study Kuwait 18 Muslim Nurses 
76 Berry, Bass, Forawi, Neuman & Abdallah, 2011 Focus group 
United 
States 
Student  
No number 
77 Mahabeer, 2009 Questionnaire  Canada 58 Nurses 
78 Brathwaite, 2006 One group repeated measures design 
South 
Ontario 
Canada 
76 Nurses 
79 Cioffi, 2005 Qualitative Australia 10 Nurses 
80 Gebru & Willman, 2010 Questionnaire Sweden 92 Nursing Student 
81 Mesler, 2014 Questionnaire United States 
759 Nursing 
Student 
82 Peek & Park, 2013 Quasi-experimental Korea 40 Participants 
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Islamic values, cultural customs and influences upon delivery of Acute and Critical Care nursing 
services to patients admitted to Saudi Arabian Hospitals 	  
Instructions 
• Participants’ opinions are very important to improve and develop acute and critical care nursing 
services in Saudi Arabian hospitals. I appreciate your participation in this study. 
• Your answers will be only viewed by the researchers. Your managers or any other staff will not 
have any access to the responses you provide to this survey.  
• Please do not write your name, and choose the answer that you consider to be most correct. 
• Please complete the survey and place it in the sealed box provided by the researcher in your 
unit. 
• The researcher will collect the box within 21 days.  
Part 1)  Demographic section 
1.1 age (please tick the appropriate box) 
  
 
 
 
 
 
 
 
 
 
1.2 Gender (please tick the appropriate box) 
  
 
 
 
 
20-30    
    
31-40    
    
41-50    
    
51-60    
Male    
    
Female    
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1.3 Nursing education level (please tick the appropriate box) 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
             Other             
 
 
1.4 Years of nursing experience 
__________________Years 
 
1.5 Nursing experience in Saudi Arabia 
__________________Years 
 
1.6 Nationality  
  
 
 
 
 
 
 
 
 
End of Part 1 (Demographic) 
Diploma    
    
Bachelor    
    
Higher diploma 
  
Please  indicate 
Name______________Where__________Duration________  
(Special course)     
Master    
    
Doctorate     
Specific__________________ 
Saudi    
    
Non Saudi   Please indicate ______________ 
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Part 2) Diagnostic section 
The response to the following statements will be rated using the scale below. 
                       Rating Scale 
1 Strongly disagree 
2  Disagree 
3 Agree 
4 Strongly agree 
Statements 
1 
Strongly 
Disagree 
2 
Disagree 
3 
Agree 
4 
Strongly 
Agree 
1. Saudi Arabian patients perceive nurses to be highly professional 
health care providers. 
    
2. Saudi Arabian patients are triaged and treated based on their 
social and political status. 
    
3. I need to know and understand the Saudi Arabian culture values 
and beliefs. 
    
4. The region where a Saudi Arabian patient comes from will 
influence the way critical and acute care nursing care is 
delivered to them. 
    
5. The region where a Saudi Arabian patient comes from will 
influence the way they accept critical and acute care nursing care 
    
6. Saudi Arabian patients have strong and extended family 
relationships. 
    
7. Satisfying family members’ needs of Saudi Arabian patients in 
the acute and critical care area is very important in the process of 
delivering effective nursing care. 
    
8. I do not believe family members should be present in the critical 
care area at any time. 
    
9. Family members should not be present when there are critical 
procedures performed on patients. 
    
10. Family members should not be present when the patient is dying.     
11. When an 18 year old Saudi Arabian woman is admitted to ICU 
unconscious and her father is not available, her 15 year old, 
eldest brother should be consulted in relation to her care. 
    
12. Saudi Arabian family members may use influence of political 
leaders, rich people or others to obtain professional care for their 
relatives. 
    
13. In Saudi Arabian culture the young are always subordinate to the 
elders. 
    
14. Saudi Arabian patients may need to consult with their family 
before giving an opinion about their care. 
    
15. Islam influences Saudi Arabian lifestyle.     
16. It is never acceptable for Saudi Arabian women to have a non-
female health professional caring for them.  
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17. Saudi Arabian men will always insist on being examined by 
male health professionals. 
    
18. Younger Saudi Arabian men tend to be more demanding than 
elderly men in relation to a requirement to have a male nurse 
care for them.  
    
19. All Saudi patients that I have cared for have the same cultural 
beliefs. 
    
20. Whilst delivering acute and critical nursing care to patients, 
nurses need to consider the patients’ cultural beliefs. 
    
21. The covering of the female face and head should not occur if the 
patient is in a critical condition. 
    
22. In the acute and critical care settings, male physicians are more 
acceptable by family members to care for female patients than 
male nurses. 
    
23. Cultural practices of Saudi Arabian patients in acute and critical 
care areas are compromised by nursing procedures.  
    
24. All  Saudi Arabian people share the same traditions and beliefs.     
25.  Saudi Arabian people will openly discuss their health history or 
genetic history. 
    
26. If a Saudi Arabian couple is involved in a Motor Vehicle 
Accident and the husband dies, the wife (widow) would make 
autonomous decisions about her own health care needs. 
    
27. In  the Saudi Arabian culture individuals are protected from bad 
news or informed as gently as possible of bad events. 
    
28. Religious practices of Saudi Arabian patients in acute and 
critical care areas are compromised by nursing procedures. 
    
29.  Whilst delivering acute and critical nursing care to patients, 
nurses need to consider the patients’ religious beliefs.   
    
30. Gender segregation between patients in the acute and critical 
care areas impacts upon the nurses’ work load and work 
distribution. 
    
31. Prayer time impacts upon the nursing care delivery in the acute 
and critical care area. 
    
32. The Holy month of Ramadan requires restrictions on nursing 
care provided to Saudi patients. 
    
33.  I am confident in providing nursing care that incorporates 
Islamic beliefs in the acute and critical care areas. 
    
34. All Muslim people will believe that fasting is not required of 
them during hospitalisation, 
    
35. Fasting excludes medication provided to patients by non oral 
routes. 
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36. Muslim patients who are required to take medication 4 hourly 
should have this medication regime adjusted to suit their 
religious beliefs concerning fasting. 
    
37. Cultural diversity exists amongst Saudi Arabian people.     
38. Nurses need to provide care that is adapted to Muslim religious 
beliefs, even if this may potentially adversely affect the patient. 
    
39. Muslims, when fasting, may raise concern about parenteral 
medication. 
    
40. If a person is critically ill, the hospital bed should always face 
the holy city of Mecca. 
    
41.  Saudi Arabian people may be inactive in their own care as they 
have faith in God’s power to cure. 
    
42. Acute and critical care nursing services in Saudi Arabia utilises 
modern advanced equipment. 
    
43. The equipment I use in delivering nursing care  is complicated 
and hard to use. 
    
44. I find it easy to use the hospital equipment when delivering acute 
and critical care services. 
    
45. Overall, a nurse’s use of technology facilitates a better care 
delivery process. 
    
46. The Saudi Arabian community consists of people from various 
economic backgrounds. 
    
47. Care for Saudi people differs depending on their economic 
background. 
    
48. Rich patients are more likely to receive better care and 
professional health care services. 
    
49. Having money or wealth does not necessarily keep Saudi 
patients healthy. 
    
50. Saudi people from non-urban areas have more difficulty in 
understanding nursing care requirements of patients. 
    
51. There are no restrictions to patient’s medical information 
disclosure in Saudi Arabia. 
    
52. Younger male Saudi patients collaborate more with female 
nurses than the older patients. 
    
53. A patient’s educational level has an impact on the care delivery 
processes. 
    
54. Arabic language is a very difficult language to learn.     
55. The presence of interpreters would assist in the process of care 
delivery. 
    
56. Saudi Arabian people have traditional rituals (customs) of caring 
for sick people in their home. 
    
57. A Saudi Arabian patient who is dying should face a specific 
direction and should be placed in a specific position. 
    
58. Saudi Arabian people tend to identify nurses as non professional 
workers. 
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59. Saudi Arabian people can be confronting when receiving bad 
news about their health. 
    
60. In Saudi Arabian culture the evil eye is believed to cause a great 
deal of misfortune. 
    
61. Visitor time is considered a difficult time for the nurses working 
in the acute and critical care areas. 
    
62. I use the knowledge of family members and their wishes to adapt 
my nursing care to my patients in the acute and critical care 
areas. 
    
63. In my experience a patient’s desire to perform prayer and fasting 
impacts upon the procedures performed in the acute and critical 
care areas. 
    
64. I am competent to provide acute and critical care nursing 
services to Saudi Arabian patients from different regions. 
    
65. Prior to working in Saudi Arabia expatriate nurses should 
receive an orientation period that includes cultural and religious 
information. 
    
66. Care planning and protocols exist that clearly include how to 
adapt care to meet the needs of Saudi Arabian people’s cultural 
and religious beliefs. 
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Do you have any comments? (Please write here) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
End of the survey      Thank you for your 
participation in this study
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Appendix C 
Content Validity Evaluation form  
(Attachment A) 
 
Thank you for agreeing to review this instrument for content validity. We appreciate your 
professional and experienced judgment on developing this instrument prior to it being piloted 
and used for survey. Please consider each item and provide your professional judgment on the 
relevance of each item of the survey and the whole survey to the research questions. The 
research questions are: 
1 How do acute and critical care nurses consider cultural and religious patient’s 
values when delivering care? 
2 How is acute and critical care practice adapted within an Islamic country to 
provide quality care? 
3 Is there a difference in how Saudi and non Saudi nurses view and adapt care to fit 
with cultural and religious values? 
4 What are the barriers and facilitating factors for nurses to work in partnership 
with Islamic patients and their families? 
The instructions for the content validity exercise are presented here: 
1. Please consider the relevance of each statement of the survey to the research 
objectives using the following rating system by crossing under correspondent number 
1= Not relevant 2= Somewhat relevant 3= Quite relevant 4= Very relevant 
 
2. If you rate a statement 1or 2, please specify your reasons for doing so and make 
suggestions to improve the item briefly in the next column. You may also 
recommend deleting the statement. 
3. You are also asked to identify areas or items, which are not covered by any 
statement, but you feel they are important to include. 
Example: If you feel the first statement of the survey is not relevant, you might rate as follow. 
World view 
1 
Statement 
Number 
1 2 3 4 Recommendations and suggestions 
Item 1 X    This does not measure Delete.  
 
 
Now please proceed to next page. 
Your response  
	   	   363 
	  
Evaluation form (Attachment B) 
Please rate the relevance of each statement to the research objectives in accordance with your 
professional judgment. If you have rated 1 or 2, please provide your comments.  
Rating system 
1= Not relevant 2= Somewhat relevant 3= Quite relevant 4= Very relevant 
 
Diagnostic section of the survey 
World view 
Item Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
1 
Item 1       
Item 2       
Ethnohistory 
Item Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
2 
Item 3       
Item 4       
Item 5       
Kinship and social factors 
Item Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
3 
Item 6       
Item 7       
Item 8       
Item 9       
Item 10       
Item 11       
Item 12       
Item 13       
Item 14       	  
Cultural Values, beliefs and ways of life  
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Item Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
4 
Item 15       
Item 16       
Item 17       
Item 18       
Item 19       
Item 20       
Item 21       
Item 22       
Item 23       
Item 24       
Item 25       
Item 26       
Item 27       
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Religious/ spiritual/philosophical factors 
Item Number 1 2 4 4 Recommendations and suggestions if you have rated 1 or 2 
5 
Item 28       
Item 29       
Item 30       
Item 31       
Item 32       
Item 33       
Item 34       
Item 35       
Item 36       
Item 37       
Item 38       
Item 39       
Item       
Item 41       
Technological factors 
Item  Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
6 
Item 42       
Item 43       
Item 44       
Item 45       
	   	   366 
	  
	  	  	  	  	  	  	  	  	  
Economic factors 
Item  Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
7 
Item 46       
Item 47       
Item 48       
Item 49       
Political and legal factors 
Item  Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
8 
Item 50       
Item 51       
Item 52       
Educational factors 
Item  Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
9 Item 53       
Language and communication 
Item  Number     Recommendations and suggestions if you have rated 1 or 2 
10 
Item 54       
Item 55       
Personal and genetic (folk or lay) care beliefs and practice 
Item Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
11 
Item 56       
Item 57       
Item 58       
Item 59       
Item 60       
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This is the end of the evaluation form.  
If you have any suggestions or recommendations regarding the instrument or the 
study do not hesitate to write it here. I appreciate your assistant to assess the content 
validity of this new questionnaire.  
Kind Regards  
Bandar Gashash 
General and specific nursing care 
Item Number 1 2 3 4 Recommendations and suggestions if you have rated 1 or 2 
12 
Item 61       
Item 62       
Item 63       
Item 64       
Item 65       
Item 66       
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Appendix D 
Expert Panel members 
1) Professor of Transcultural Nursing from USA 
2) Saudi Arabian nurse with PhD from Monash University Australia 
3) Australian Nurse who worked in a senior role in nursing in Saudi Arabia 
4) Director of School of Nursing, in the Middle east 
5) PhD Nursing graduate from Saudi Arabia 
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  Bundoora	  VIC	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  Fax:	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  3	  9467	  5286	  
12th February 2013 
 
Letter to Transcultural Nursing Expert 
 
Dear Sir/Madam 
Thank you for agreeing to assess the items of this newly developed questionnaire. The 
questionnaire has been designed as part of a two-phase explorative descriptive study. 
The first phase of the study will use this survey to explore Islamic values and cultural 
customs that influence nurses’ practice to deliver quality acute and critical care 
nursing services to patients admitted to Saudi Arabian hospitals. The second phase of 
the study will interview participants, who completed the questionnaire, provide them 
with the results of phase one and ask them to further explain the survey results.  
 
Study Objectives and Research Questions 
 
This study has two main objectives, firstly it aims to examine the Islamic values and 
cultural customs that influence the delivery of nursing care to patients admitted to 
Saudi Arabian acute and critical care units. Secondly, the study will evaluate Saudi 
and non-Saudi nurses’ adaptation of care to Islamic religious beliefs and Saudi 
customs and values in their daily acute and critical care nursing care delivery process. 
Since no survey instrument that was appropriate could be found in the literature the 
author developed a questionnaire guided by the literature and based on factors arising 
from both Leininger’s Transcultural nursing theory sunrise model as well as Purnell’s 
model of Cultural competence. Purnwll’s work on Arabic culture adds information 
that is more valuable to development of the questionnaire items , particular use was a 
chapter in a book that outlined Arab health beliefs and attitudes (Kulwicki, A. (2008). 
People of Arab Heritage. In. L Purnell & B Paulanka. (Eds.). Transcultural Health 
Care: A Culturally Competent Approach. (pp. 113 -128). Philadelphia: F. A. Davis 
Company. 
 
The following factors arising from the two models were considered to group possible 
items: Worldview, Ethnohistory, Kinship & Social Factors, Cultural Values, Beliefs 
& Life Style Factors, Religious Philosophical Factors, Technological Factors, 
Political & Legal Factors, Education Factors, Economic Factors, Language and 
Communication, Professional and Generic Care Beliefs and Practice, and General and 
Specific Nursing Care.  
 
When examining the attached questionnaire please consider the following research 
questions: 
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1 How do acute and critical care nurses consider cultural and religious 
patient’s values when delivering care? 
2 How is acute and critical care practice adapted within an Islamic 
country to provide quality care? 
3 Is there a difference in how Saudi and non Saudi nurses view and adapt 
care to fit with cultural and religious values? 
4 What are the barriers and facilitating factors for nurses to work in 
partnership with Islamic patients and their families? 
 
The Content Validity Exercise Process 
You are asked to comment on the content of the survey that contains many statements 
measuring perceptions of Islamic values and cultural customs that may influence 
nursing care practice and adaptation of care to fit with Islamic culture and the Saudi 
Arabian society. 
 
Please read each item in the survey and examine the relevance of each item to the 
research question of the study using the separate evaluation form (attachment B). 
Instructions for the evaluation procedure are described on the evaluation form. Please 
note you are only required to indicate the relevance of each item in the survey to the 
above 4 research questions. 
Kindly return your evaluation of the questionnaire either via email to: 
phillip.maude@rmit.edu.au  
 
 
Alternatively, by mail to:  
A/Prof Phillip Maude & Bandar Gashash 
School of Health Sciences 
RMIT University 
Building 201, Level 7, Room 16 
PO Box 71 
Bundoora, VIC 3083 
Australia 
 
Your professional opinion regarding the content of the survey are invaluable for this 
study and I greatly appreciate your assistance. 
 
Your sincerely 
Bandar Gashash 
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Appendix G 
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Appendix H 
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Appendix I 
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Appendix	  J
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Appendix K 
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Appendix L 
 
Interview questions guide 
1) Can you outline the differences between caring for patients in your home 
country and in Saudi Arabia? 
2) How much do you think technology has influenced acute and critical care 
nursing delivery in Saudi Arabia as well as in your home country? 
3) Do you think religion in Saudi Arabia (Islam) has any factor that may cause 
you to change your behaviours or practice when you deliver critical care 
services to Saudi Arabian people? 
4) Saudi Arabian patients have extended tight family relationships. Do you agree 
with this statement?  
5) How have you experienced your patient’s family member influence the 
process or practice of acute and critical care nursing care delivery in your 
hospital? 
6) Discuss with me the diversities you have seen between Saudi Patients in your 
care? 
7) Does economic status influence how you care for a patient? 
8) Does the patient’s educational level have any influence on your practice when 
you care for patients in your unit?  
9) Can you tell me what experience you have had in adapting care and 
procedures to facilitate patient’s family religious beliefs? What barriers have 
you encountered when working with cultural religious beliefs?  
Supportive question 
1) Can you explain? 
2) Can you provide an example? 
3) Can you tell me more about what you are saying? 
4) How do you feel about what are you saying?  	  	  
	   	   378 
	  
Appendix M 
	  
	  	  	  	  	  School	  of	  Health	  Sciences	  	  
	  	  	  	  	  	  	  	  	  Nursing	  and	  Midwifery	  
	  
	  
GPO	  Box	  71	  
Bundoora	  VIC	  3083	  
	  	  	  	  	  Australia	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  Ph:	  +61	  3	  9925	  7447	  
	  	  	  	  	  	  	  	  	  	  	  	  Fax:	  +61	  3	  9467	  5286	  
	  
	  
INVITATION TO PARTICIPATE IN A RESEARCH PROJECT 
 
Project Title:  Islamic values, cultural customs and influences upon delivery of 
Acute and Critical Care nursing services to patients admitted to 
Saudi Arabian hospitals 
 
Investigators:  
• Bandar Abdullah A Gashash 
o PhD Candidate, RMIT University, Victoria (2012) 
o Master of Nursing Monash University, Victoria (2011) 
o Bachelor of Nursing University of Southern Queensland, QLD (2008) 
o Diploma of Nursing, Al-Baha KSA (1997) 
o Register Nurse  
o   
o   
•  A/Professor Phillip M Maude 
o PhD, The University of Melbourne, Victoria (2002). 
o Master of Nursing (Research), Edith Cowan University, WA (1996). 
o Postgraduate Diploma Nursing (Primary Health Care), Edith Cowan 
University, WA (1994). 
o Bachelor of Health Science (Nursing), Edith Cowan University, WA 
(1992). 
o Certificate in Addictions, University of Western Australia (1990). 
o Diploma of Mental Health Nursing, W. A School of Nursing (1988). 
o Registered Nurse. 
o phillip.maude@rmit.edu.au 
o +(61 3) 9925 7447 
• A/Professor Lina Shahwan-Akl 
o PhD, Victoria University, (Australia) 2002. 
o MSc, Boston University, (USA) 1983. 
o BSc, American University of Beirut, (Lebanon) 1977. 
o lina.shahwan-akl@rmit.edu.au 
o +(61 3) 9925 7443 
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Dear Acute and Critical Care Unit Nurses  
You are invited to participate in a research project being conducted by RMIT 
University. Please read this sheet carefully and be confident that you understand its 
contents before deciding whether to participate. If you have any questions about the 
project, please ask one of the investigators via email or phone.  
Who is involved in this research project? Why is it being conducted?  
• Bandar Abdullah Gashash is RMIT Doctor of Philosophy Nursing 
Candidature, PhD Nursing is conducting this research study under the 
supervision of Associate Professor Phillip M Maude and Associate Professor 
Lina Shahwan-Akl. 
• This research is being conducted as part of a Doctor of Philosophy Nursing 
degree (PhD-Nursing). 
Why have you been approached?  
This study investigate the Islamic values and cultural custom that influence your 
practice to deliver quality acute and critical care services to patients admitted to Saudi 
Arabian hospitals.  
What is the project about? What are the questions being addressed?  
Five hundred nurses from a variety of Saudi Arabia Southern regional 
hospitals will be invited to participate in the survey and 30 of these nurses to 
elect to later participate in a one hour interview. Completing this survey does 
not require you to attend an interview. If you are interested in being 
interviewed we will ask you to send a separate email to the research and you 
would be contacted to arrange for a mutually convenient time and date to meet 
at your hospital 
• This study aims to answer the following research questions 
o How do acute and critical care nurses consider cultural and religious 
patient’s values when delivering care? 
o How is acute and critical care practice adapted within an Islamic 
country to provide quality care? 
o How do Saudi and non Saudi nurses view and adapt care to fit with 
cultural and religious values? 
o What are the barriers and facilitating factors for nurses to work in 
partnership with Islamic patients and their families? 
 
If I agree to participate, what will I be required to do?  
Should you be so kind as to agree to participate in this study you will be required to 
read this Participant Information Sheet and then complete the survey that is attached. 
Please place the completed survey in the Survey return box that is located on your 
ward. To ensure anonymity please do not place your name on the survey. The 
research will access these surveys within three weeks of distribution to you.  
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o If you agree to participate in the interview by emailing the researcher 
who will then arrange an individual appointment to conduct the 
interview. An interview would take about one hour of your time and be 
conducted at your hospital. You would be required to sign a consent 
form after reading the Participant Information Statement.  
What are the possible risks or disadvantages?  
• There are no personal risks associated with your participation in this research 
project. All responses will remain confidential, be reported as group data, and 
will have no influence on your employment. This research project does not 
lead to any direct harm to any participant. You may get feelings of discomfort 
by the audiotaping of the discussion in the face to face interviews. If so, the 
audiotaping will be stopped immediately and the researcher will ask your 
permission to take notes if you wish to continue with the interview. The 
researcher will also respect your wishes if you want to withdraw your 
participation in the middle of the interview without any questions asked. 
• There are no disadvantages from your participation in this study. I believed 
there will be great benefits from the information collected from this study as 
this information may be used to facilitate your practice and improve the 
quality of care provided to patients in the future. 
 
 
 
If you are unduly concerned about your responses to any of the 
questionnaire items or if you find participation in the project 
distressing, you should contact the researcher directly [Bandar Gashash 
via email as soon as convenient. Or you can make contact with the 
research supervisor (Phillip Maude via email 
Phillip.maude@rmit.edu.au) who will discuss your concerns with you 
confidentially and suggest appropriate follow-up, if necessary. You 
may also seek support from your GP or your health service counselling 
support.  
 
 
What are the benefits associated with participation?  
There are no direct benefits to you from this study however,  the results of this study 
may lead to better understanding of cultural and Islamic values and how nursing care 
can be adapted to address these values. The results of this study have the potential to 
improve practice and influence nursing education programs and protocols.  
What will happen to the information I provide?  
• The information you provided in this study will be kept confidential and no 
one will be able to identify you in any report. The results of the survey will be 
recorded as group data and the interview data will use pseudonyms to De-
identify you as a participant.  
• No one in Saudi Arabia will have access to the information you provide in this 
study. 
• The information collected in this study will be seen by the researcher and the 
supervisors only. 
• unless the information provided is anonymous: 
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o Any information that you provide can be disclosed only if (1) it is to 
protect you or others from harm, (2) a court order is produced, or (3) 
you provide the researchers with written permission.  
• The result of this study will be disseminated via journal publications, and 
conference presentations and the data will be kept securely at RMIT for 5 
years after publication before being destroyed. 
• Consent forms will be kept separately to data from interviews and all data will 
be securely stored on a password protected RMIT University server.   
 
 
What are my rights as a participant?  
As a participant you have: 
• The right to withdraw from participation at any time 
• The right to request that any recording cease  
• The right to have any unprocessed data withdrawn and destroyed, provided it 
can be reliably identified, and provided that so doing does not increase the risk 
for the participant.  
• The right to have any questions answered at any time.  
Whom should I contact if I have any questions?  
Please contact the researcher if you have any questions or enquires concerning this 
study: 
• Bandar Abdullah A Gashash 
o  
o  
Or the Research supervisor if you have any methodological or other questions. 
• A/Professor Phillip M Maude 
o phillip.maude@rmit.edu.au 
o +(61 3) 9925 7447 
Or the Chair or the RMIT University Human Ethics committee should you have any 
concerns about the conduct of this study:  
 The Secretary, RMIT Human Research Ethics Committee, University 
Secretariat, RMIT GPO Box 2476V Melbourne 3001 Ph +61 3 992517454 
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Yours sincerely 
• Bandar Abdullah A Gashash RN PhD (Candidate)  
• A/Professor Phillip M Maude RN PhD 
• A/Professor Lina Shahwan-Akl RN PhD 
 
If you have any complaints about your participation in this project  please see the 
complaints procedure on the Complaints with respect to participation in research at 
RMIT page 
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Appendix N 
          School of Health Sciences  
Nursing and Midwifery 
  
 
         GPO Box 71 
                Bundoora VIC 3083 
  Australia 
       Ph: + 61 3 9925 7447 
      Fax: +61 3 9467 5286 
 
Project title: Islamic values, cultural customs and influences upon delivery of 
Acute and Critical Care nursing to patients admitted to Saudi 
Arabian hospitals 
Investigators: Bandar Abdullah Gashash MSN, RN 
  A/Prof Phillip M Maude PhD, RN 
  A/Prof Lina Shahwan-Akl PhD, RN 
CONSENT FORM 
1. I have had the project explained to me, and I have read the information sheet  
 
2. I agree to participate in the research project as described 
 
3. I agree: 
to be interviewed  
that my voice will be audio recorded 
4. I acknowledge that: 
(a) I understand that my participation is voluntary and that I am free to 
withdraw from the project at any time and to withdraw any unprocessed 
data previously supplied (unless follow-up is needed for safety). 
(b) The project is for the purpose of research.  It may not be of direct benefit 
to me. 
(c) The privacy of the personal information I provide will be safeguarded 
and only disclosed where I have consented to the disclosure or as 
required by law.  
(d) The security of the research data will be protected during and after 
completion of the study.  The data collected during the study may be 
published.. 
Participants Consent 
Participant:  Date:  
(Signature) 
 
Researcher:  Date:  
(Signature) 
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